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CANCER OF THE STOMACH 
An Analysis of 195 Cases With End Results 


BY FRANK H. LAHEY, M.D.,* NEIL W. SWINTON, M.D.,* AND MATTHEW PEELEN, M.D.* 


apes of the stomach has been reported to 
be the cause of 18 per cent of the deaths due 
to nalignaney in the United States. Since Bill- 
roth first removed the pylorus successfully in a 
case of cancer of the stomach, more than fifty 
years ago, there has been considerable pessimism 
concerning the outlook in this group of cases. 
However, during the past few years, there has 
been reported an increasing number of five and 
ten vear cures in this field and we feel very 
strongly that this percentage of cures can and 
will be materially increased. The two factors 
which have been responsible for the prevailing 
pessimism are the high mortality which has fol- 
lowed radical removal of these lesions and the 
poor end results as relates to recurrences. If 
we are to combat these two factors successfully, 
we must continue to make careful analyses of 
large groups of cases and to make every conceiv- 
able effort to learn all that we can from these 
studies. 

During the past seven years at the Lahey 
Clinic, we have seen one hundred and ninety-five 
cases of cancer of the stomach. In an attempt 
to better our diagnostic ability, to reduce the 
operative mortality and to improve the end re- 
sults in cancer of the stomach, we have studied 
this group of cases in detail. 

The most important single factor in reaching 
this goal is the making of an early diagnosis and 
the bringing of these patients to operation earlier 
than has been the case in the past. Unfortu- 
nately, there isein carcinoma of the stomach, no 
typical early history, which in itself is sufficient 
to bring these patients to operation early in this 
disease. When patients present the classical 
picture of gastric malignancy as has been so 
often described, with marked weight loss, emacia- 
tion, cachexia and vomiting, the disease is 
usually inoperable, and even though the lesion 
in the stomach is technically removable, the 
operative mortality is at that time too high. The 
diagnosis must be made earlier and the oper- 
ability percentage higher if we are to improve 
our end results. 

There are two important reasons why ma- 
lignant lesions in this part of the gastrointes- 
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tinal tract do not cause more characteristic early 
symptoms. In cancer of the colon and rectum, 
there are obvious mechanical reasons why pa- 
tients so often seek early relief. Obstruction 
here fortunately produces early symptoms. Pa- 
tients with peptic ulcer have impressive chem- 
ical changes; a high gastric acid with resulting 
pylorospasm is frequently associated with this 
condition and this is sufficient to cause them to 
consult their physician early in the disease. In 
cancer of the stomach, however, there are too 
often neither chemical nor mechanical changes 
to cause the patient to seek early relief. A high 
gastric acidity with pylorospasm is uncommon 
with cancer of the stomach. Vomiting and 
other evidences of obstruction except in fairly 
late lesions near the pylorus or in the eardia 
are not common early symptoms in cancer of 
the stomach. By reviewing this group of cases, 
however, there are certain features brought out 
which we feel are important and will aid in 
making an earlier diagnosis. 

The age incidence of this series of cases is 
shown in table 1. 


TABLE 1 
AGE INCIDENCE 

Years Number 
21-30 1 (26 years) 
31-40 10 
41-50 35 
51-60 76 
61-70 54 
71-80 18 
81-90 1 (82 years) 


Of particular interest are the eleven cases 
under forty years of age, one of whom was only 
twenty-six. People with indigestion between 
the ages of thirty and forty, and even between 
the ages of twenty and thirty, are never frea 
from the suspicion of gastric malignancy. 

The sex incidence is shown in table 2. 


TABLE 2 
Sex INCIDENCE 
Males 62% 
Females 38% 


This predominance in males has been repeat- 


ton. For recerds and addresses of authors see “This Week's 
Issue,” page 894. 
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In reviewing the symptomatology of this 
group of cases, we have attempted to tabulate 
the earliest symptoms of which the patient was 
aware, and on this basis, the early symptoms 
are shown in table 3. 


TABLE 3 
EarLy SyMPTOMATOLOGY 
Indigestion 70% 
Anorexia 40% 
Pain 30% 
Weight loss 25% 
Vomiting 28% 
Dysphagia 4% 
Weakness 13% 
Hemorrhage 4% 
Constipation 7% 
Diarrhea 7% 
Mass 1.5% 


Nearly every patient in this entire group had 
indigestion in some form or anorexia or both, 
early in the disease. Although only 25 per cent 
of this group complained of weight loss as an 
early symptom, we were surprised to find that, 
in one hundred and sixty-one patients, in whom 
the weight was given, there was an average 
weight loss of 25.7 pounds. 


TABLE 4 
WEIGHT Loss (0-60 PowuNnps) 


Not given 
25.7 pounds 


32 cases 
163 cases (average) 


There is a large group of patients who for 
years suffer from mild indigestion, gas and oc- 
easional gastric distress who eventually con- 
sult their physicians for these symptoms and 
are found on careful study to have an advanced 
gastric malignancy. There is another small 
group whose symptoms more closely simulate 
those of ulcer. They have distress, gas, belch- 
ing and often burning coming on regularly after 
meals and being relieved at first by food and 
soda. In both of these groups of cases, how- 
ever, at some point in the history, there has been 
some change in their symptoms. Those with the 
ulcer-like history find that food and soda no 
longer afford relief. Those with symptoms sug- 
gestive of those associated with an irritable or 
unstable colon on close questioning will admit 
that there has been a definite change in these 
symptoms at some certain point. Their indi- 
gestion has become worse, or their cathartics no 
longer afford relief of symptoms. This is the 
important factor to be elicited in the taking of 
these histories. Too often, we have found in 


going over our cases that this point has not 
been appreciated by the physician who was car- 
ing for these people at that time, and it is not 
until vomiting, or large amounts of weight loss, 
or other symptoms of advanced stages of the 
disease were noted that more complete inves- 
tigations were made. 


Although there may not be any particularly 
characteristic symptom or group of symptoms 
of the early stages of this disease, we feel that 
if a careful study is made in all patients who 
note a change in their gastric consciousness, 
there will be an increasing number of early diag. 
noses of cancer of the stomach made. 

Great care must be taken in the eliciting of 
histories in these cases. In several of our pa- 
tients who on routine gastric studies were later 
found to have gastric malignancy, a diagnosis 
of cancer of the stomach was not suspected, 
because careful histories had not been taken. 
Gas, indigestion, sour stomach, belching dis- 
tress, fullness, burning, constipation, diarrhea, 
the character of the stools, distaste for food and 
weight loss are symptoms which must be gone 
into in careful detail and any changes in these 
symptoms must be brought out. 


The duration of symptoms in our patients who 
at operation presented an operable lesion was 
8.1 months. In the inoperable group, it was 
8.5 months. We do not feel from these figures 
that the duration of symptoms has a depend- 
able relationship to operability. Patients who 
have had symptoms for many months may still 
have a removable lesion. 

Again, the presence of a palpable tumor is 
no definite contraindication to operation. Twen- 
ty-eight per cent of our patients having an op- 
erable lesion were found on examination to have 
a palpable mass. In the inoperable group, 45 
per cent had a palpable tumor. It has been 
pointed out in the literature that large gastric 
tumors are sometimes of the fungating local 
type and often easily removable carrying with 
them a relatively good prognosis. On the other 
hand, the infiltrating type of gastric carcinoma 
is often more serious because of metastases or 
direct extensions and very frequently not pal- 
pable even in the late stages of the disease. 

Although one’s attention may be directed to 
the stomach by the points which we have men- 
tioned in the history, the diagnosis of cancer of 
the stomach is not definitely established until 
further studies have been made. The two 
procedures of the greatest value are the roent- 
genologic examination of the stomach and 
studies of the gastric contents. 

Fluoroscopie examination of the stomach has 
been highly accurate in our hands and the re- 
sults of the x-ray diagnoses in this group of 
eases are shown in table 5. 


TABLE 5 
X-RAY DIAGNOSES 


Cancer of the Stomach 167 cases or 92% 
No report 13 cases 

Inconclusive (suspected) 8 cases or 4% 
Error in Diagnosis 7 cases or 4% 


The cases recorded as suspected of being car- 
cinoma were operated upon within a short time 
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of the original examination. For several years 
our Gastroenterological Department has fol- 
lowed a plan of putting all patients with sus- 
picious but doubtful gastric lesions to bed in 
the hospital for a two to three weeks’ period 
and closely following them fluoroscopically. If 
at the end of this time, all symptoms have been 
relieved by a strict medical régime, if the stools 
are free of occult blood, and if the defect has 
disappeared by x-ray, we have considered the 
lesion benign, but if any of these criteria are 
not completely fulfilled, subtotal gastrectomy is 
performed as the lesion then must be either a 
careinoma or an intractable ulcer and in either 
event radical gastric surgery is indicated. 

In the seven cases where the diagnosis of can- 
cer of the stomach was not made, but later 
found by operation or autopsy to be a fact, 
several interesting points were brought out. 
These eases all had complete gastrointestinal 
x-ray studies, gastric analyses and the other 
routine laboratory work. It is in this group that 
gastrie analyses are of help. As will be seen 
from the figures in table 6, only two patients in 
our entire group of one hundred and ninety-five 
eases had a hyperchlorhydria, and over two- 
thirds of the patients of the group had no free 
hydrochloric acid. 


TABLE 6 


THE PRESENCE OF FREE HyprocHLoric ACID 
FOLLOWING AN EWaALp’s Test MEAL 


79 cases 

77 cases or 68% 
25 cases or 23% 
9 cases or 7% 
2 cases or 2% 


Not given 
0 


Below 20 ce. 
20-40 
Over 40 “ 


Although a review by gastroenterologists of the 
patients seen routinely who have an achlorhydria 
will show only a small percentage to have cancer 
of the stomach, yet this is the group in which 
diagnostic errors are usually made. Three of 
our patients in this group were operated upon 
for gall stones, and although at operation gall- 
bladder pathology was found, cancer of the 
stomach was also encountered and demon- 
strated. Gall-bladder pathology may compli- 
eate and confuse gastric fluoroscopy. When 
patients are operated upon for gall-bladder dis- 
ease, upon opening the abdomen the stomach 
and the duodenum should always be carefully 
explored, particularly in the presence of an 
achlorhydria. All three of these patients in our 
series had been reported as having no free hy- 
drochlorie acid following a test meal. Three 
other patients in whom the x-ray diagnosis was 
not made showed a prepylorie lesion. Two of 
these had a low free hydrochlorie acid content 
and one an achlorhydria. One patient pre- 
sented a greater curvature lesion with a low 
acid and one patient a lesser curvature lesion 


perience all lesions of the greater curvature of 
the stomach are malignant and should have im- 
mediate surgery. Cancers of the stomach occur 
next in frequency in the prepyloriec area and it 


FIG: 1. 


The management of the duodenal stump in resection of the 
stomach is extremely important. Leakage due to improper or 
unsafe closure of the duodenal stump accounts for a definite 
portion of the mortality of subtotal gastrectomy. 

The free portion of the duodenum available for inversion is 
often very short and difficult to turn in. Dissection of the ad- 
herent duodenum from the head of the pancreas is likewise often 
a trying and bloody procedure. It is, therefore, important to 
save as much of the duodenum as possible for this procedure. 
The plan of duodenal closure which preserves the greatest 
amount of duodenal stump for inversion is that of severing 
the duodenum with no clamp whatever on it. This of necessity 
results in some spilling of duodenal contents and a certain 
amount of soiling. This is a very useful and at times neces- 
sary procedure in patients with low duodenal ulcers submitted 
to gastric resection since by no other method can enough duo- 
denum be kept available for inversion. In patients with ulcer, 
however, the gastric acid is high, the gastric contents relatively 
free from contaminating organisms and the danger of infection 
is slight. In carcer of the stomach the above situation is not 
true, and in fact, the reverse is true,—the stomach frequently 
being filled with sloughing material, and we have hesitated to 
employ this method in our resections for cancer. The plan 
which we have utilized to crush the duodenal stump and still 
preserve it for inversion is illustrated in figure 1. After the 
duodenum has been freed for an adequate distance from the 
pylorus, an Ochsner clamp is applied at a sufficient distance 
from the duodenum to permit severing that structure with the 
cautery between the clamp and the pylorus, leaving approxi- 
mately one fourth of an inch of duodenum in the jaws of 
the clamp. 


FIG. 1i-a. 


This projecting end of cauterized duodenum is then caught 
in Allis tacking forceps and the Ochsner clamp released. The 
crushed end of the duodenum is then sutured over and over each 
tacking forceps being taken off as the stitch grasps that part 
of the duodenum held by that forceps. 


FIG. 1-b. 


The closed end of duodenum is then further inverted by con- 
tinuous or interrupted sutures of silk or catgut as one desires. 
This plan provides plenty of duodenum and permits closure with- 
out contamination. 


is in this area where errors must be so carefully 
guarded against. The one patient where the 
acid was high and the diagnosis not made was 
perhaps excusable. We believe that even this 
patient would not have escaped diagnosis if he 
had consented to a period of hospital observa- 
tion on a strict dietary régime with repeated 
gastric fluoroscopies as recommended. 

To obtain a real increase in the number of 


with a high acid. We now know and have pre- 
viously and repeatedly reported that in our ex- 


early diagnoses of cancer of the stomach, there 
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must be a considerable increase in the number 
of gastric x-rays and gastric analyses done. 
These patients in the early stages of cancer 
are not ordinarily seen in large numbers in the 


Blood Vessels Tied 
in Gastric 


: Py lorus 
rapped in 


Gauze 


Muscularis of 
Stomach Incised 


\ Suction 


\\ 


FIG. 2. 

In order that we should in no way be limited in the height 
and so the radicalism of our gastric resections, we have em- 
ployed the Reichel-Polya method of retrocolic or anticolic anas- 
tomosis as is more convenient in each case, in all of our 
gastric resections. We have not employed clamps in any of 
our resections or gastric anastomoses as we have felt that 
not only can the anastomosis be done more easily without 
clamps but aiso that clamps tend to limit the amount of 
stomach which can be removed in resection. In figure 2, one 
sees the stomach severed from the duodenum and freed of its 
attachments to the gastrohepatic and gastrocolic omentum. The 
clamped pyloric end is wrapped in a gauze pad to avoid con- 
tamination and the stomach is drawn out upon the left ab- 
dominal wall for the anastomosis. The jejunum has been 
sutured to the posterior wall of the stomach as the first layer 
of the anastomosis and the serosa and muscularis of the 
posterior wall are shown incised down to the gastric mucosa. 
Practically all of the gastric vessels of any size are located 
in the gastric mucosa beneath the muscularis. By the plan 
here illustrated, employed by Harberer and nearly all surgeons 
dealing with these operations in any numbers, these vessels can 
be demonstrated, surrounded by a suture as shown in figure 3 
and all bleeding from the gastric stump accurately controlled. 
When the mucosa of the stomach is exposed on the front and 
back as shown in figures 2 and 3 and the vessels in the mucosa 
all ligated, there is practically no oozing from the cut ends 
of the stomach during the anastomosis of that structure to the 
jejunum and one does not depend upon the anastomotic stitch 
alone to control hemorrhage. So accurate is the control of 
blood supply by this plan that when the stomach is opened 
for completion of the anastomosis, the definite line of demarca- 
tion between the vascularized and avascularized area can be 
plainly seen in the mucosa on the anterior wall of the stom- 
ach before it is cut away. 

We feel that accurate ligation of all the vessels in the gas- 
tric stump is necessary. Previous to the time when we em- 
ployed this plan and in a patient in whom complete ligation 
of all the vessels in the mucosa was not done, we have had 
a patient die from a postoperative bleeding point between the 
stitches in the cut end of the stomach. This was proved by 
autopsy to be a single vessel in the gastric edge between two 
stitches. 

In figure 2 after the jejunum has been sutured to the posterior 
wall of the stomach, the muscularis cut and all of the vessels 
in the mucosa ligated, an opening in the mucosa is made at 
the greater curvature and a suction tube inserted to remove 
the gastric contents from both the proximal and distal portions 
of the stomach. With the stomach completely emptied of fluid 
contents, the dangers of peritoneal soiling are greatly les- 
sened. 


larger hospitals and clinics where complete gas- 
trointestinal studies are routinely carried out. 


They are seen by the general practitioner in 
their homes and in his office. He hesitates to 


refer every patient whom he sees with gastro- 


intestinal complaints for a complete gastroen. 

terological study because of the necessary cost 

involved. Yet, if following his close observa. 

tion, symptoms in these patients are not prompt. 

ly relieved, complete studies should be made, if 

“ are ever going to improve the results in this 
eld. 

Details of the operative technique of subtotal 
gastrectomy as we employ it are well illustrated 
by the line drawings 1, 2, 3, 4, and described 
in the legends. 


Pylorus Wrapped 


in Gouze 


.¢W Suture Ligature 
of Blood Vessels 
in Gastric Mucosa 


Muscularis» 
in Anterior Wall 
Incised 
FIG. 3. 


In this picture the stomach is shown pulled to the right to 
expose the anterior gastric wall. As shown in figure 2, the 
jejunum has been sutured to the posterior wall of the stomach 
by the first row of seromuscular stitches. The muscularis has 
been incised and all of the vessels in the mucosa suture 
ligated. With the stomach now turned to the right the mus- 
cularis on the anterior wall is incised down to the mucosa 
completing thus the severing of the stomach except for its 
mucosal attachment. The vessels are shown being suture 
ligated in the mucosa and the proximal stump of stomach is 
now ready to be severed from the distal portion of the stomach 
containing ‘he carcinoma and the second row of mucosa mus- 
cularis and serosa stitches anastomosing the jejunum to the 
stomach are now inserted. The original serosal suture is car- 
ried around the anterior wall of the stomach and the anastomo- 
sis is now completed as shown in figure 4. 


We have given up the use of spinal anesthesia 
for extensive and long upper abdominal oper- 
ations reserving it only for good risk patients 
where the operation is expected to take one hour 
or less to complete. Intratracheal ethylene or 
cyclopropane anesthesia with regional field 
block with metyeain has been most satisfactory 
in our hands and is unreservedly our anesthesia 
of choice for gastric resections. There is less 
shock produced with it and there is not the 
ever-present, perhaps unconscious fear that the 
anesthesia will only last a certain length of 
time as the result of which the operation is 
hurried and the operator is worried. This type 
of anesthesia has definitely decreased our oper- 
ative mortality in the last two years and is a 
distinct advance in the management of these 
serious cases. 

Distant metastases most commonly found in 
the supraclavicular nodes particularly on the 
left (Virchow’s node) and in the pouch of Doug- 
las should be searched for before operation is 
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undertaken. The presence of such metastases | usually be in the linitis plastica or leather bottle 


ordinarily contraindicates resection; yet if the 
lesion is otherwise operable and the patient’s 
condition warrants, in certain selected cases, 
life may definitely be prolonged and made more 
comfortable by radical resection even in the 
presence of metastases. The presence of metas- 
tases in the liver ordinarily contraindicates re- 
section; yet, we have seen a patient who at the 
time of the original operation had a small dis- 
erete nodule in the liver, have two years of com- 


Gastrohepatic 
omentum 


sutured in / astrocolic 


omentum 

sutured in 
\angle of 
{anastomosis 


FIG. 4. 


The end to side anastomosis of the jejunum and stomach 
has been completed. The ligated stubs of gastrohepatic and 
gastrocolic omentum are shown being sutured into the upper 
and lower angles of the jejunogastric anastomosis to reinforce 
the suture line at this angle and to serve as suspensory sup- 
ports to the anastomosis, lessening thus the danger of the 
jejunal and gastric edges separating at these points. 


fortable, active life following a radical gastric 
resection. The lack of fixation in a lesion is a 
better index of operability than its size. Here, 
again one must remember that attachments of 
these lesions are frequently inflammatory in na- 
ture and successful resections can often be done 
even though the situation at first appears hope- 
less. 

One of the mistakes which we have made 
and most regretted has been to start a resection 
for gastrie cancer only to find as the resection 
progressed that the lesion was not actually re- 
movable. Too great pains cannot be exercised 
after the abdomen is opened in settling the 
question of operability. 

The operability and immediate operative 
mortality in this group of cases are shown in 
table 7. 

In good risk patients, preferably in the younger 
age group, where the lesion even though exten- 
sive is limited to the stomach, we feel that total 
gastrectomy and anastomosis of the esophagus 


type of gastric carcinoma. We have performed 
this procedure seven times in recent years with 
four operative deaths. Although this is a high 
operative mortality, we have had one patient en- 
joy three and a half years of active, satisfac- 
tory life following this procedure and we be- 
lieve with increasing experience, this mortality 
can be materially reduced. ‘ 

The immediate operative mortality in subtotal 
removals of the stomach has also been too high, 


TABLE 7 
OPERABILITY OF CANCER OF STOMACH 
Operable Mortality 
Complete Gastrectomy 3.6% 57% 
Subtotal Gastrectomy 22.1% 34% 
Total 25.7% 38% 
Inoperable 
No operation 36.9% 
Explorations only 17.4% 6% 
Palliative procedures 12.8% 40% 
Refused operation or 
operated elsewhere 7.2% 


and as long as the operability is as low as it is, 
22 per cent, it will not be possible to get the 
mortality rate satisfactorily lower. Low opera- 
bility rates will always be associated with 
high mortality and low ecurability rates. Our 
operability, mortality and ecurability rates in 
cancer of the rectum and colon, for example, 
present convincing evidence of this fact. In 
these conditions our operability rate is now 70 
per cent, our mortality rate 9 per cent and of 
all the cases having had a radical procedure, 46 
per cent are alive and well over five years with- 
out recurrence of the malignancy. Not until we 
greatly increase our operability figures in gas- 
tric cancer will we decrease our mortality and 
increase our curability figures. The mortality 
figures in gastric cancer must, however, proba- 
bly always be high to give patients in this group 
of serious cases the best chance. 

Palliative operations in our hands have been 
far from satisfactory. As will be seen in the 
table, there has been a high operative mortality 
associated with operation at this stage and the 
patients have not experienced sufficient relief 
from palliative gastroenterostomy to make the 
operation really worth while to them. When a 
growth in the stomach has reached a point where 
removal is not possible and a palliative gastro- 
enterostomy is performed, it will soon encroach 
on the gastroenterostomy and vomiting will, fre- 
quently, soon recur. 

Of the patients surviving operation who have 
subsequently died, the average duration of life 
has been between twenty-two and twenty-three 
months. Those cases later dying who at the 
time of operation showed metastases in the re- 


to the jejunum are often justifiable. This will 


gional glands, have lived about fifteen months 
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and in those cases where the growth was limited 
to the stomach, the average duration of life has 
been about twenty-five months. However, of this 
group of fifty gastric resections for cancer there 
are eleven cases still alive. Of these, two have 
gone seven years and one four years. They are 
in perfect health without evidence of recurrence 
at the present time. Another is alive and well 
three and a half years following operation. One 
has gone two and a half vears; three have gone 
eighteen months; three one year and one five 
months following operation. In this latter 
group, there are four that have recurrences at 
the present time.* 


TABLE 8 


DURATION OF LIFE FOLLOWING RADICAL OPERATION 


Total Gastrectomy (3) 4 years, 2% years, 
1% years 


Subtotal Gastrectomy 


Of those dead, average duration of life 24 
months (1% to 4% years) 


11 Cases still living 


2 cases 7 years 

1 case 4 years 

31% years 

2% years 

3 cases 18 months 

aed 1 year, 

five months 

Palliative Operations 5.6 months 
Explorations only 5.4 months 
Inoperable and Unexplored 7.1 months 


As will also be seen in table 8 the duration of 
life in those patients where palliative types of 
operation were done, was only slightly over five 
months; and in those cases where an exploratory 
procedure alone was done, the duration of life 
was approximately the same. This indicates that 
these palliative procedures do not sufficiently in- 
erease the duration of life in these cases to jus- 
tify their being done in most cases. 

*In the group operated previous to nineteen twenty-seven, one 


man is still alive and well twelve years after radical resec- 
tion of the stomach for carcinoma. 


CONCLUSION AND SUMMARY 


A series of one hundred and ninety-five cases 
of cancer of the stomach seen at the Lahey 
Clinie between the years nineteen twenty-seven 
and nineteen thirty-four is presented. The age 
and sex incidence are given. The early symptom. 
atology is presented showing that all these pa- 
tients had indigestion or loss of appetite, or both 
early in the disease. The point is emphasized 
that although there is no characteristic early 
symptomatology of cancer of the stomach, there 
is nearly always some change in the patient’s 
gastrie consciousness. If the diagnosis of cancer 
of the stomach is to be made earlier in the dis- 
ease, there must be an impressive increase in the 
number of gastric fluorosecopies and gastrie an- 
alyses done in those patients whose attention is 
directed to their gastrointestinal tract. X-ray 
examinations of the stomach in this series of 
cases have been extremely accurate, 95 per cent. 
The presence of a hyperchlorhydria in this dis- 
ease is rare and a great majority have low or no 
acid. Greater curvature lesions are always ma- 
lignant. Prepyloriec lesions associated with a low 
acid or in the presence of an achlorhydria must 
be viewed with great suspicion as to possible 
malignancy. The operability and immediate 
postoperative mortality in this series of cases are 
presented. Line drawings of the operative pro- 
cedures which we have employed in total and 
subtotal gastrectomy are submitted. Complete 
gastrectomy in good risk patients where the le- 
sion is limited to the stomach usually with the 
linitis plastica type of lesion is a frequently 
justifiable procedure. The end results follow- 
ing complete and subtotal removals of the stom- 
ach are given. Palliative operations for malig- 
nancies of the stomach are in general not satis- 
factory. In our hands it has not inereased the 
duration of life and has been attended with a 
high operative mortality. Exploration of gas- 
trie malignancies alone has not been attended 
with a high operative mortality and is frequently 
indicated before the question of operability can 


be settled in patients with gastric malignancy. 


A STUDY OF HEART DISEASE AMONG VETERANS* 
I. Clinical Classification of Five Hundred Cases 


BY PHILIP B. 


HIS study of heart disease in veterans is 
based upon a Clinical investigation of five 
hundred ex-service patients who had been treated 
in the hospitals of the Veterans’ Administration. 
The purpose of the study was to classify the 


*From the Research Subdivision, Medical and Hospital Serv- 
ice, Veterans’ Administration. ; 


+Matz, Philip B.—Chief, Research Subdivision, Medical and 
Hospital Service, Veterans’ Administration, Washington, D. C. 


For record and address of author see “This Week's Issue,” 
page 894. 


MATZ, M.D.t 


heart disabilities in accordance with the diagnos- 
tie criteria of the American Heart Association ; 
and to ascertain the principal etiological factors 
as well as anatomic and abnormal physiological 
findings, so that proper preventive and thera- 
peutic measures might be formulated in the 
handling of veterans with heart disease. 

In the conduct of the study, valuable assist- 
ance was rendered by the medical officers who 
treated the patients and who subsequently fur- 
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nished the desired data on a special history form 
issued by the Medical and Hospital Service. 

The patients were classified according to the 
etiological types of heart disease, anatomic find- 
ings, abnormal physiology, and functional ¢a- 
pacity. The anatomic as well as the abnormal 
physiological findings were correlated with the 
etiological types of heart disease. 

The group of veterans consisted of 497 males 
and three females. Three hundred and ninety- 
two or 78.4 per cent of the total number were 
white patients and 108 or 21.6 per cent were 
colored patients. 

Four hundred and eight or 81.6 per cent of 
the group were World War veterans; sixty-five 
or 13 per cent were veterans of the Spanish- 
American War; twenty-one or 4.2 per cent were 
veterans of the Civil War; and six or 1.2 per 
cent were either veterans of other wars or peace 
time soldiers. 

The range of ages of the patients of the group 
was from 15 to 83 years. The average age at 
the time of the inception of heart disease was 
34.8 years. Eighty-one per cent of the patients 
were World War veterans with an average age 
of forty-two years. 

In the conduct of this study it was found 
that forty-four or 8.8 per cent of the 500 cases 
gave evidence of potential heart disease, that is, 
the cases showed the presence of cardiac symp- 
toms and certain etiological factors without 
demonstrable anatomie evidence of heart disease. 


INCIDENCE OF ETIOLOGICAL TYPES OF HEART 
DISEASE 


Recent studies of heart disease have shown 
that the etiological types vary considerably ac- 
cording to geographie location, race, economic 
and social status, ete. Observers have shown 
that the incidence of rheumatic heart disease in 
New England is greater than it is in the South. 
It has also been shown that the white race is 
more susceptible to rheumatic heart disease than 
is the colored race. On the other hand the ¢ol- 
ored race is more susceptible to hypertensive, 
arteriosclerotic, and syphilitic heart disease than 
is the white race. In a group of white and 
colored patients studied by Wood, Jones, and 
Kimbrough! it was noted that hypertension and 
syphilis accounted for about 75 per cent of heart 
disease in the colored patients, and about 45 
per cent in the white patients. Various observers 
have noted that angina pectoris was found less 
commonly among Negroes than among white pa- 
tients in spite of the higher incidence of syph- 
ilis, arteriosclerosis and hypertension in colored 
patients. The increased incidence of hyperten- 
sive and syphilitic heart disease in Negro cardiac 
patients has also been commented on recently 
by Schwab and Schulze’, as well as by Laws’. 

The reduced incidence of rheumatic heart 


disease in the colored race has been referred to 
by various observers. For instance Wood, 
Jones, and Kimbrough? found that in their 
group of cardiac patients but 11.6 per cent of 
rheumatic heart disease was found among 
Negro patients as compared with 28 per cent in 
white patients. Laws* in a study of 645 cases 
of organic heart disease found that the rheu- 
matic type of heart disability was present to an 
extent of 15.2 per cent in white patients as com- 
pared with an incidence of 4.3 per cent in col- 
ored patients. 

The relationship of climate to the inception 
of heart disease has also been discussed by many 
writers. For instance Wood, Jones, and Kim- 
brough’? found that rheumatic heart disease was 
almost twice as common in Massachusetts as in 
Virginia. The high incidence of the rheumatic 
type of heart disease in New England is con- 
firmed by the findings of Cabot (46 per cent), 
Hamilton and Hallisey (58 per cent), and by 
White and Jones (39.5 per cent). Gager and 
Dunn‘ in a study of 1200 cases of heart disease 
in Washington, D. C., found that but 7.2 per 
cent of the group were of rheumatic etiology. 
Wyckoff and Lingg® in a study of 1001 cases 
of organic heart disease in and around New 
York City found that about one-fourth of the 
group were of rheumatic etiology. 

In addition to the factors just mentioned the 
classification of heart disease is also influenced 
by the manner in which the criteria for diag- 
nosis are applied. In spite of the teaching of 
the American Heart Association there is still a 
diversity of opinion on the subject, so that dif- 
ferent observers have established criteria of their 
own or have not properly applied the criteria of 
the American Heart Association. In addition 
some clinicians have introduced terms of classi- 
fication different from those recommended by the 
American Heart Association with the result that 
there is a considerable variation of the incidence 
of the etiological types of heart disease. 

Schwab and Schulze® have tabulated the inci- 
dence of the various etiological types of heart 
disease as reported by a number of writers. 
This showed that the incidence of rheumatic 
heart disease varied from 3.4 per cent to as high 
as 44 per cent; arteriosclerotic heart disease 
varied from 13.7 per cent to 32.4 per cent; hy- 
pertensive heart disease varied from 14.9 per 
eent to 57.2 per cent; syphilitic heart disease 
varied from 1.1 per cent to 19.3 per cent; the 
thyroid type of heart disease varied from 1.3 
per cent to 9.3 per cent. 

Table 1 classifies the 500 cases of heart disease 
according to etiology. It will be noted that the 
largest group is arteriosclerotic heart disease; 
twenty-four per cent of the patients gave evi- 
dence of this form of heart disability. Rheu- 
matic heart disease was present to the extent of 
23.8 per cent. Thirteen per cent of the group 
were cases of heart disability due to infectious 
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diseases. Eleven and eight-tenths per cent of 
the group were cases of syphilitic heart disease. 
Four and six-tenths per cent of the patients 
were cases of hypertensive heart disease. Two 
and two-tenths per cent were cases of heart dis- 
ability due to some systemic disease. One and 
six-tenths per cent were cases of cardiac neu- 
rosis. One and four-tenths per cent were heart 
disabilities due to disease of the thyroid. Six- 
tenths per cent were due to bacterial infections. 
One case gave evidence of congenital heart dis- 
ease. In 25 or 5 per cent of instances the caus- 
ative factor was unknown and it was not pos- 
sible definitely to classify the heart disability 
by etiology. 

Eight and eight-tenths per cent of the cases 
gave evidence of potential heart disease, that is, 


a physiological diagnosis. This conforms with 
the diagnostic criteria of the American Heart 
Association. 

The outstanding facts in the study of the 
etiology of heart disease in the group of 500 
veterans indicate that rheumatic heart disease 
is more prevalent in the white veterans, while 
arteriosclerotic, hypertensive, and_ syphilitic 
heart disease are more prevalent in the colored 
veterans. 


RHEUMATIC HEART DISEASE 


In the study of rheumatic heart disease an at- 
tempt was made to ascertain the type of rheu- 
matic infection which played an etiological réle 
in the development of the cardiae disability. 
For this purpose 119 cases of heart disease were 


TABLE 1 


CLASSIFICATION OF HEART DISEASE BY 
ETIOLOGICAL Factors 


Total White Colored 

Num- Per Num- Per Num- Per 

ber Cent ber Cent ber Cent 

Rheumatic 119 23.8 111 28.3 8 7.4 

Syphilitic 59 11.8 34 8.7 25 23.1 
Bacterial infection 3 0.6 3 0.8 

Heart disease, sequel of infectious disease................ a 65 13.0 56 14.3 9 8.3 
Thyroid 7 1.4 < 1.8 

Cardiac neurosis 8 1.6 6 1.5 2 1.9 

Arteriosclerotic 120 24.0 86 21.9 34 31.5 

Hypertensive 23 4.6 14 3.6 9 8.3 
General systemic disease 11 2.2 11 2.8 
Congenital developmental defect 1 0.2 1 0.2 

Unknown etiology 25 5.0 18 4.6 7 6.5 

Potential heart disease 44 8.8 32 8.2 12 11.1 

Possible heart disease 15 3.0 13 3.3 2 1.9 

Total 500 =100.0 392 =100.0 108 100.0 


they conformed to the criteria for the diagnosis 
of potential heart disease as described by the 
American Heart Association. These patients 
gave no evidence of organic heart disease at the 
time of the examination, but they had symp- 
toms and signs referable to the heart, and 
showed the presence of some etiological factor 
such as hypertension, acute rheumatic fever, 
ete., which eventually may lead to anatomic 
heart disease. Fifteen or 3 per cent of the cases 
were classified as possible heart disease; these 
patients showed abnormal signs or symptoms 
referable to the heart, but a definite diagnosis 
of heart disease could not be made. 


In the consideration of hypertensive and ar- 
teriosclerotic heart disease, one is impressed with 
the fact that many cardiologists group these 
two types together. However, in this study it 
was decided to consider these two types of cases 
separately, with the understanding that the 
diagnosis of hypertensive heart disease would 
be restricted to cases without demonstrable ar- 
teriosclerosis. If the latter were present the 
cases were classified as arteriosclerotic heart dis- 
ease and the hypertension was then considered 


selected. The group gave evidence of 153 rheu- 
matic etiological factors. Of this number it was 
found that in sixty-seven instances or 56.3 per 
cent, tonsillitis was the rheumatic factor; in 
forty-three instances or 36.1 per cent rheumatic 
fever was the causative factor; in thirty-one in- 
stanees or 26.1 per cent arthritis was the factor 
causing rheumatie heart disease; in seven in- 
stances or 5.9 per cent pharyngitis was the fac- 
tor; and in five instanees or 4.2 per cent tooth 
and gum infections constituted the rheumatic 
etiological factor of heart disease. 


HEART DISEASE, SEQUEL OF INFECTIOUS DISEASES 


Infectious diseases other than rheumatic fever, 
syphilis, and acute and subacute bacterial in- 
fections may cause heart disease. A study was 
made of sixty-five cases of heart disease which 
were considered to be due to infectious dis- 
eases. More than one type of infectious disease 
may have contributed to the inception of 
the heart disability; as a matter of fact in the 
ease of the sixty-five cardiac patients referred 
to in this group there was a history of the pres- 
ence of 100 infectious diseases, the most fre- 
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quent of which were influenza, pneumonia, and 
measles. 


HEART DISABILITY DUE TO GENERAL 
SYSTEMIC DISEASES 


Eleven patients of the group gave evidence 
of heart disease which was considered the result 
of general systemic diseases. In six instances 
the etiological disease was nephritis; in three in- 
stances emphysema ; and in two instances obesity 
was the causative factor. 


THYROID HEART DISEASE 


Seven patients of the group gave evidence of 
heart disease which was considered to be due to 
abnormal thyroid activity, in five instances the 
cause was hyperthyroidism; and in two instances 
hypothyroidism. 


INCIDENCE OF ANATOMIC TYPES OF HEART DISEASE 


While the most frequent classification of heart 
disease is by etiological types, it was decided in 


TABLE 2 
CORRELATION OF ETIoLogic TYPES OF HEART DISEASE WITH ANATOMIC FINDINGS 
: 
beard 
Heart Disease n ms n& of pe 
Enlargement of heart 139 32.1 28 21 3 22 1 40 9 7 8 
Hypertrophy of heart 107 24.7 30 17 12 f 36 6 2 3 
Dilatation of heart 4 0.9 2 2 
Ventricular preponderance: 
(a) Right 25 5.8 11 4 3 3s t 2 1 
(b) Left 109 25.2 22 16 2 13 1 41 8 p 5 
Auricular hypertrophy 14 3.2 7 3 2 2 
Cardiac thrombosis 4 0.9 1 1 
Cara@iac infarction 2 0.5 
Myocarditis: 
(a) Acute 1 0.2 1 
(b) Chronic 194 44.8 47 15 2 29 2 69 10 8 12 
Fibrosis of myocardium 27 6.2 2 3 2 19 if 
Myocardial infiltration: 
(a) Fatty 8 1.8 a si 2 2 2 
(b) Parenchymatous 8 1.8 2 1 2 1 
Fatty degeneration 2 0.5 1 
Endocarditis: 
(a) Acute 2 0.5 ok 1 
(b) Chronic 25 5.8 12 4 4 1 2 pf 1 
(c) Subacute 1 0.2 Z 
Cardiac valvular disease: 
(a) Aortic insufficiency 71 16.4 6 46 1 7 5 1 1 1 3 
(b) Aortic stenosis 12 2.8 5 1 1 3 Zz Zz 
(c). Mitral insufficiency 118 27.3 38 20 5 18 t 25 4 1 1 7 
(d) Mitral stenosis 72 16.6 44 6 3 pGe i 5 2 
(e) Pulmonic insufficiency 2 0.5 1 1 
(f) Pulmonic stenosis 
(g) Tricuspid insufficiency 1 0.2 
(h) Tricuspid stenosis al 0.2 1 
Congenital abnormality 1 0.2 1 
Pericarditis, acute: 
(a) Serofibrinous 0.2 1 
(b) Purulent 1 0.2 i 
Hydropericardium 0.2 
Adherent pericardium + 0.9 2 i 1 
Aortitis: 
(a) Without dilatation 16 3.7 13 1 2 
(b) With dilatation 28 6.5 28 
Aneurysm 6 1.4 5 
Thrombosis 1 0.2 1 
Arteriosclerosis 168 38.8 18 15 v 2 120 4 2 
Total number of lesions 1176 276 228 18 # 139 12 «#3Si7 44 31 5 47 
Total cases 433 119 59 3 65 7 420 23 11 1 25 


Average number of lesions 2.7 2.3 3.9 6.0 2.1 pe | bs $0 1.9 2.8 5.0 1.9 
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addition to group the cases by anatomic findings. 
A correlation was made in the ease of 433 of 
the total group of 500 cardiac patients, the data 
of which may be seen in table 2. 

A study of this table discloses the fact that 
the 433 cardiac patients classified by etiological 


types gave evidence of 1176 anatomic lesions or 


noted in the order of frequency were chronic 
myocarditis, mitral stenosis, mitral insufficiency, 
eardiae hypertrophy, and cardiac enlargement. 
In fifty-nine cases of syphilitic heart disease, 
the most common anatomic lesions in the order 
of frequency were aortic insufficiency, aortitis 
with dilatation, cardiac enlargement, mitral in- 


TABLE 3 
ABNORMAL PHYSIOLOGY CORRELATED WITH ETIoLogic TyPEsS OF HEART DISEASE 
2 £ £348 3 8348 EE 
om ~ 
2 & 8235 2 & SE BE 
Abnormal Physiology £0 mB & O28 42 BGS DS 
Regular sinus rhythm 151 34.2 44 28 1 17 1 5 32 9 3 11 
Ectopic rhythms 2 0.5 1 1 
Vagal arrhythmia 3 0.7 1 z 
(a) Sinus arrhythmia 11 2.5 6 1 2 1 1 
Sinus tachycardia 58 13.2 16 4 i «a2 1 15 2 1 2 
Premature contractions 
(a) Auricular 10 23 4 2 3 1 
(b) Junctional 3 0.7 1 1 1 
(c) Ventricular 18 4.1 9 7 1 1 
(d) Unknown 6 1.4 1 1 4 
Paroxysmal tachycardia 
(a) Auricular 3 0.7 2 1 
(b) Ventricular 1 0.2 1 
(c) Unknown 7 1.6 2 2 1 1 1 
Auricular flutter 
(a) Paroxysmal 3 0.7 1 1 1 
(b) Chronic 2 0.5 2 
Auricular fibrillation 
(a) Paroxysmal 9 2.0 “3 1 + | 
(b) Chronic 24 5.4 9 2 1 5 1 4 2 
Ventricular fibrillation 1 0.2 1 
Auriculoventricular heart-block 
(a) Partial block 4 4.8 6 3 2 9 
Intraventricular block 
(a) Partial 3 0.7 1 2 
(b) Bundle-branch 13 2.9 2 2 4 3 1 1 
Valvular incompetency 
(a) Mitral incompetency 102 23.1 30 19 2 15 23 3 3 1 6 
(b) Tricuspid incompetency 1 0.2 1 
(c) Pulmonic incompetency 3 0.7 2 1 
(d) Aortic incompetency 54 12.2 3 Bl 1 7 6 | 1 1 3 
Hypertension 169 38.3 29 20 18 1 2 7 28 3 
Hypotension 24 5.4 9 1 1 3 9 1 
Congestive heart failure 36 8.2 5 9 7 9 4 2 
Effort syndrome i kg 3.9 1 6 2 3 4 1 
Anginal syndrome 25 5.7 6 4 3 8 1 1 Pe 
Total abnormal physiological 
findings 780 187 135 8 104 a6 4 32 
Total cases 441 119 59 3 «65 a 8 120 28 ii 1 2 
Average number of abnormal 
physiological findings 1.8 is 623 420: 33:29 20 40 13 


an average of 2.7 lesions per patiént. The most 
common lesions in the order of frequency were 
chronic myocarditis, arteriosclerosis, cardiac en- 
largement, mitral insufficiency, cardiac hyper- 
trophy, mitral stenosis, and aortie insufficiency. 

In the consideration of 119 cases of rheumatic 
heart disease the most common anatomic lesions 


sufficiency, cardiac hypertrophy, arteriosclerosis, 
chronic myocarditis, and aortitis without dilata- 
tion. 

In sixty-five cases of heart disease the sequel 
of infectious diseases, the most common anatomic 
lesions in the order of frequency were chronic 
myocarditis, enlargement of the heart, mitral 
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insufficiency, cardiac hypertrophy, and mitral 
stenosis. 

In 120 eases of arteriosclerotic heart disease, 
the most common anatomic lesions in the order 
of frequency were arteriosclerosis, chronic myo- 
carditis, enlargement of the heart, cardiac hyper- 
trophy, mitral insufficiency, and fibrosis of the 
myocardium. 

In twenty-three cases of hypertensive heart 
disease the most common anatomic lesions in the 
order of frequency were chronic myocarditis, 
enlargement of the heart, and cardiac hyper- 
trophy. 

The most common anatomic lesions in the 
other etiological types of heart disease may be 
seen by referring to the table. 


5.7 per cent gave evidence of anginal syndrome. 
The incidence of the other physiological abnor- 
malities may be noted by referring to the table 
in question. 


FUNCTIONAL CAPACITY IN CARDIOVASCULAR 
DISEASE 


A study was made to determine the functional 
capacity of the group of patients affected with 
various etiological types of heart disease. For 
this purpose the classification of the American 
Heart Association was used in the ease of 421 
of the cardiac patients. The data in table 4 
indicate that of the total number 22.1 per cent 
were able to carry on their habitual physical 
activity; 32.8 per cent of the group were able 


FUNCTIONAL 
Etiologic Type of Heart Disease 


CAPACITY IN HEART DISEASE 


Total 
cases 


Bed 
patient 


Slightly 
limited 
Activity 
Num- Per 
ber Cent 


Greatly 
limited 
Activity 
Num- Per 
ber Cent 


Ordinary 
activity 


Num- Per 
ber Cent 


Num- Per 
ber Cent 


Rheumatic 
Syphilitic 
Sequel of infectious disease 
Thyroid 
Cardiac neurosis 
Arteriosclerotic 
Hypertensive 
General systemic disease 
Congenital defect 
Unknown etiology 
Potential 
Possible 


Total 


41 37.0 40 36.0 

6.8 12 27.3 25 56.8 
12.7 26 41.3 23 36.5 
16.7 3 50.0 
37.5 4 50.0 1 125 
15.8 19 23.2 44 53.7 
15.0 7 35.0 40.0 
12.5 25.0 25.0 


21 18.9 


20.0 
54.6 13 
78.6 2 


22.1 138 


45.0 
29.5 
14.3 


32.8 


30.0 
11.4 
tk 


37.0 34 


Chronic myocarditis, as used in this study, 
implies a condition which may be due either to 
a chronie infective process or to vascular 
changes causing an impairment of nutrition of 
the heart with the deposition of fibrous connec- 
tive tissue in the myocardium. 


HEART DISEASE CLASSIFIED BY ABNORMAL 
PHYSIOLOGY 


According to the nomenclature of the Ameri- 
ean Heart Association a complete diagnosis of 
heart disease should include a statement of the 
etiological factor, the structural heart changes, 
the type of disturbance of physiological func- 
tion, and data as to the functional capacity. 

In Table 3, 441 of the group of 500 cases are 
classified according to abnormal physiology. It 
is noted that in 151 or 34.2 per cent regular 
sinus rhythm was the finding; 169 or 38.3 per 
cent gave evidence of hypertension; 102 or 23.1 
per cent showed the presence of mitral incom- 
petency; fifty-eight or 13.2 per cent showed the 
presence of sinus tachycardia; fifty-four or 12.2 
per cent gave evidence of aortic incompetency ; 
thirty-six or 8.2 per cent showed the presence 
of congestive heart failure; and twenty-five or 


ito carry on a slightly diminished activity; in 
37 per cent of the group, activity was greatly 
diminished; and 8.1 per cent of the number 
were confined to bed and were unable to carry 
on any physical activity. Accordingly, 77.9 per 
eent of the patients had variou§ heart lesions 
which resulted in a reduced functional activity. 
Further study of table 4 reveals the fact that 
syphilitic heart disease caused greatly limited 
functional capacity; while possible heart disease 
caused very little limitation of functional 
capacity. 


SUMMARY AND CONCLUSIONS 


1. A group of 500 patients, 392 of whom 
were white and 108 colored, from various geo- 
graphical sections of the country, were hospital- 
ized for heart disease by the Veterans’ Admin- 
istration. The heart disabilities were classified 
in accordance with the criteria established by 
the American Heart Association as to etiology, 
anatomic findings, abnormal physiology, and 
functional activity. 

2. Arteriosclerotic, hypertensive, and syphil- 
itic heart disease were found to be more common 
in the colored veterans, while rheumatic heart 


| 
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TABLE 4 
9 81 
3 4 9.1 
6 1 1 16.6 
13 6 7.3 
3 2 10.0 
8 1 37.5 
4 6 1 5.0 
11 1 
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disease was found to be more common in the 
white veterans. 

3. An effort was made to ascertain the type 
of rheumatic infection which acted as the etio- 
logical factor of the cardiac disability. For this 
purpose 119 patients with rheumatic heart dis- 
ease were selected for study. These patients 
gave a history of 153 rheumatic etiological fac- 
tors. It was found that tonsillitis was the most 
frequent cause of rheumatic heart disease. 
Rheumatie fever was the second most common 
factor and arthritis was next in frequency. 

4. The most frequent infectious diseases 
which were considered etiological factors of 
heart disease were influenza, pneumonia, and 
measles. 

5. In the elassification of heart disease by 
anatomic lesions it was found that the most 
common pathological types in the order of fre- 
queney were chronic myocardial disease, arte- 
riosclerosis, cardiac enlargement, mitral insuffi- 
ciency, cardiae hypertrophy, mitral stenosis and 
aortic insufficiency. 

6. The classification of a group of 441 of 
the 500 cases according to abnormal physiological 
findings showed that the most frequent findings 
in the order of frequeney were hypertension, 


mitral incompetency, aortic incompetency, con- 
gestive heart failure, and anginal syndrome. 

7. In a study of the degree of functional 
activity in heart disease it was found that 77.9 
per cent of a group of 441 patients had various 
heart lesions which resulted in reduced cardiac 
function. Patients with potential and possible 
heart disease contributed the largest number to 
those able to carry on ordinary activity; syphil- 
itie heart disease resulted in greatly limited 
functional activity; while possible heart disease 
resulted in very little limitation of cardiae func- 
tion. 
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EMBOLISM FROM SAPHENOUS THROMBOPHLEBITIS 
AND ITS PROPHYLAXIS* 


BY JOHN B. SEARS, M.D. 


HE customary passive attitude in dealing 

with thrombosis in a superficial vein is prob- 
ably due to the comparative rarity of serious 
embolism from this source. A survey of the 
recent literature, however, indicates that the 
danger of an embolic accident or of an occa- 
sional death from such a thrombosis is not neg- 
ligible. 

Stone? reports two instances of pulmonary 
embolism, one fatal, in patients who developed 
saphenous thrombophlebitis after operation; the 
fatal one following cholecystectomy, the other 
following repair of hernia. Freeman? reports a 
fatal pulmonary embolism in a patient with 
thrombophlebitis of a varicose saphenous vein; 
autopsy showed that only the saphenous vein 
was involved; the vena cava, iliac, and femoral 
veins being normal. 

In addition to those eases of superficial throm- 
bosis following operation and those of sponta- 
neous occurrence in normal or varicose veins, 
are the more recent ones subsequent to veno- 
elysis and to the injection treatment of varicose 
veins. Tomarkin and Strauss* quote three clear- 
eut examples of embolic death traceable directly 


*From the Peripheral Vascular Clinic, Beth Israel Hospital. 


+Sears, John B.—Assistant in Surgery, Massachugetts General 
Hospital and Beth Israel Hospital. For record and address of 


author see “This Week’s Issue,”’ page 894. 


to thrombophlebitis in veins used for venoclysis. 
One observes occasionally, following a single in- 
jection of sclerosing solution into a varicose vein, 
the formation of a thrombus in all, or almost all, 
of the saphenous vein. The propagating throm- 
bus thus formed is usually not firmly attached 
throughout its length, and such phenomena may 
account for the thirty embolic fatalities recorded 
up to 1933; indeed Matas* suggests that many 
more have not been recorded. 

In 1932, Harvey Stone', addressing the 
American Surgical Association, advocated liga- 
tion of thrombosed peripheral veins that develop 
after operations. He pointed out that embolism, 
rarely, to be sure, but none the less definitely, 
may convert a relatively simple situation into a 
dangerous or fatal one; and he emphasized the 
simplicity of the measures necessary to avert 
this complication. Finally he implied that in- 
tervention s} ould not be limited to thrombosis 
occurring after operation or during pregnancy 
but should be applied to peripheral thrombosis 
generally. 


It is our purpose to lend clinical support to 
Stone’s teachings by the presentation of three 
case reports of pulmonary embolism from the 
saphenous system ; the first, that of a young man 
who was suffering from migrating phlebitis in 
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association with Buerger’s disease; the second, 
that of an old man who was recovering from 
varicose thrombophlebitis; the third, that of a 
woman with postoperative phlebitis. As a re- 
sult of these experiences we are recommending 
simple vein ligation in all instances of sponta- 
neous, superficial, progressive or extensive 
thrombophlebitis above the knee; in order, first, 
to avoid embolism, and, secondly, to shorten the 
period of confinement to bed. We are thus in 
complete accord with Stone, and with him we 
join in asking: Why put a patient to bed for 
weeks, on a passive or expectant form of treat- 
ment, when there is always the possibility of a 
clot getting loose? 


CASE 1. 
B. I. H. 22856A, S. E., an eighteen year old, American 
Jewish shoe salesman. 


In January of 1932 he had a simple appendectomy; 
his convalescence was complicated by mild urethritis 
following catheterization. Eleven days after his 
operation he was discharged; his wound was well 
healed and his urine contained two to three leuco- 
cytes per high power field. ' 

Eight months after the operation he suffered pain 
just above the medial aspect of the left ankle and 
in two weeks the pain was more severe and in the 
calf of the left leg. There was no history of trauma 
or sepsis. Examination showed an indurated, warm, 
tender area along the course of the internal saphe- 
nous vein of the left leg. When seen three days 
later, the process had extended along the medial 
surface of the knee. 

On October 3, 1932, he was referred to the Vas- 
cular Clinic. There was a tender area along the 
internal saphenous vein just below the left knee 
and a tender thrombosed area in the same vein 
in mid-leg. It was noted that his peripheral pulsa- 
tions were good. When seen two weeks later the 
thrombophlebitis had extended to a point six inches 
above the knee. Temperature was 98.2°F. Pulse 
was 100. White blood count was 14,800. Hospital- 
ization was advised for treatment and study. The 
possibility of migrating phlebitis in association with 
early thromboangiitis obliterans was considered, and 
it was planned to study the vasomotor index, to 
biopsy the thrombosed vein and finally to ligate the 
internal saphenous vein as a prophylaxis. against 
embolism. 

Early that evening (October 17, 1932), the patient 
was seized abruptly with sharp substernal pain and 
a fit of coughing, followed by the expectoration of 
bloody sputum. He was cyanotic, dyspneic, and ap- 
peared extremely ill. There is no note of the phys- 
ical signs. His response to morphine and oxygen 
was slow but satisfactory. Three days later, in 
order to avoid the possibility of further infarcts, a 
ligation at the saphenofemoral junction was _ per- 
formed under local anesthesia. 


This case illustrates the possibility of pulmonary 
embolism from the great saphenous vein in a patient 
suffering from migrating phlebitis, probably associ- 
ated with early thromboangiitis obliterans. 


CASE 2. 
B. I. H. 12528, Miss F. H., a thirty-six year old Cana- 
dian nurse. 
On October 26, 1931 she was admitted, with the 
complaint of abdominal pain of two days’ dura- 
tion. Abdominal examination revealed marked spasm 


and tenderness in the right lower quadrant. The 


temperature on admission was 100.4°F (rectal), 
pulse 98, respirations 22. The urine was not re- 
markable; the white blood count was 14,000 per 
cu. mm. 

There was no past history of phlebitis or varicose 
veins. 

At operation, a gangrenous appendix was found 
and removed, and drainage was instituted. The 
pathologist reported “acute suppurative gangrenous 
appendicitis”. 

The lumbar drain was removed on the fifth day; 
the pelvic drain on the tenth day, and at the same 
time about two drams of seropurulent fluid were 
evacuated from the middle of the incision. The 
temperature, which had risen to 102.5°F, the day 
after operation, gradually reached a normal level 
on the tenth day. 

On the thirteenth postoperative day the patient 
began to complain of constant, dull pain in the left 
thigh and calf. The internal saphenous vein could 
be felt as a firm tender cord in the thigh and leg, 
There was no swelling or deep tenderness sugges- 
tive of deep phlebitis. The afternoon temperature 
rose to 99.6°F. On the sixteenth postoperative day 
the patient suddenly became dyspneic, cyanotic and 
complained of a sense of impending death. Oxygen, 
morphine, and artificial respiration were used; how- 
ever, the patient expired twenty-five minutes later. 
Permission for autopsy could not be obtained. 


This case illustrates fatal pulmonary embolism 
from postoperative thrombosis of the great saphenous 
vein. 


CASE 3. 


B. I. H. 16084, a seventy-two year old Russian Jew. 


On September 138, 1932 he suffered constant 
severe pain in the right leg; there were redness 
and tenderness along the medial aspect of 
the right leg and thigh, particularly in the 
region just above the knee. His varicosities, of 
many years’ duration, had never caused him dis- 
comfort up to this time. His family doctor ordered 
him to bed and he was treated by elevation and ice 
bags. Under this régime there was subsidence of 
pain, swelling and redness. The internal saphenous 
vein was involved from his ankle to within four 
inches of Poupart’s ligament. On October 4, he sud- 
denly experienced sharp pain in the right chest and 
expectorated thick bloody sputum. He was found 
in great pain and distress; his respirations were 
labored and his lips and mucous membranes were 
slightly cyanotic. There was a note on the physi- 
cal examination to the effect that “expansion was 
limited on the right; tactile fremitus was diminished 
over the right chest posteriorly and this area was 
dull to percussion; over this region breath sounds 
were tubular and there were frequent moist crepi- 
tant inspiratory rales”. On the following morning, 
in order to prevent the possible occurrence of fur- 
ther infarcts, simple ligation at the saphenofemoral 
junction was done. The convalescence was slow 
and stormy, nevertheless satisfactory, and the pa- 
tient was discharged ten days after admission. 

This case illustrates the possibility of embolism 
from thrombosed superficial varicosities. 


TECHNIC 


Local anesthesia is used, and the operation 
may be performed in bed if the patient is too 
ill to be moved. An incision three to four em. 
long, just below and parallel to the crease of the 
groin, is made with the outer end of the incision 
just over the femoral pulsation. The saphenous 
vein is thus easily exposed just before it enters 


| 

| 


876 


MASSACHUSETTS MEDICO-LEGAL SOCIETY—FULLERTON 


N. E. J. OF M. 
MAY 9, 1935 


the fossa ovalis. We would emphasize the im- 
portance of placing the ligature as closely as 
possible to the saphenofemoral junction in order 
to minimize thrombosis in the proximal segment. 
We prefer silk to catgut. 


The technic is modified in the individual case. 
For thrombosis not associated with varicose 
veins simple ligation in continuity is adequate; 
biopsy or complete excision for purposes of 
study is permissible, and indeed, in one case 
clinched the diagnosis of early thromboangiitis 
obliterans in a patient with faint dorsalis pedis 
pulsation. In those patients who have varicose 
veins we ligate and cut all the adjacent tribu- 
taries®’. This has ultimate value in minimizing 
recurrence after the thrombus has recanalized. 

Since ligation has little or no effect on the 
thrombophlebitis process, it is necessary to warn 
the patient that symptoms will persist until the 
process has burned itself out; an alternative 
course which will definitely hasten convalescence 


is to excise thrombosed areas, as advocated by 
Homans’, but this does involve some additional 
risk. 


SUMMARY AND CONCLUSIONS 


1. Thrombosis of the saphenous vein may 
eause fatal embolism. 

2. Report is made of three patients who suf- 
fered serious embolism, one resulting in death, 
from saphenous thrombophlebitis. 

3. A surgical method of prophylaxis against 
such embolism is described. 
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SKELETON OF AN UNKNOWN PERSON* 


BY WALTER W. FULLERTON, M.D.f 


N the early afternoon of February 27, 1928, a 

call came to me from the police, that a dead 
body had been found in the woods near the 
city of B. 

On arriving at the place, which was in a scrub 
oak and brush-like woods, about 200 yards in 
from a rather quiet highway, on the outskirts 
of the city, the body was seen. This ‘‘body’’ 
was a complete skeleton, fully clothed, wearing 
an ordinary man’s suit of blue, an overcoat and 
shoes. The skeleton and clothing could be raised 
en masse from the ground as freezing had taken 
place, and the whole mass was stiff as a board. 
It was lying on its back and slightly turned to 
the right side. The remains were taken to a 
local undertaker’s rooms for further examina- 
tion. 

At this time a careful search in the vicinity 
of the skeleton was made, and the following 
things were found,—a felt hat, formerly a gray- 
ish color, but much discolored, with an indis- 
tinct trade-mark which could not be made out, 
a pair of gold bowed rimless, bi-focal glasses in 
the ice near the skull, a few teeth which had 
loosened and fallen out of the mouth, some of 
which showed evidence of dental work having 
been done on them.- A considerable amount of 
sandy, slightly gray hair with touches of auburn 
and pale red in it, was also found on the 
ground, at the back and base of the skull. About 
four to five feet distant from the skeleton’s feet 


*Read before the Massachusetts Medico-Legal Society October 
3, 1934. 

+Fallerton, Walter W.—Medical Examiner 1926-1933, First 
Plymouth District. Massachusetts. For record and address of 
author see “This Week's Issue,” page 894. 


and covered with leaves (mostly oak leaves) 
was found a No. 12 gauge double-barreled shot- 
gun and ‘‘broken open’’. There were no shells 
in the gun, it was empty. Most careful search 
was made of the ground in the vicinity and no 
discharged, i.e., empty shells were found. The gun 
was very rusty and showed signs of exposure to 
the weather for some considerable time. At the 
distal end of the fore-piece of the gun, the tri- 
angular piece frequently set in the woodwork, 
mostly for ornamental purposes, became loosened 
and dropped out, but it was recovered and re- 
placed. Aside from the weathering and rust, 
the gun was not damaged. The length of the 
body was estimated at from 5 ft. 101% in. to 6 ft. 

At the undertaking rooms, after the thawing 
had taken place, further examinations were 
made and the following facts noted: The flesh 
had entirely disappeared from every part of 
the skeleton, every bone as clean and dry as if 
specially prepared for museum purposes, except 
a small amount of saponified-like material, at 
former sites of buttocks and thighs, and a very 
little under the scapulae. The clothing had 
rotted in many places. The bones fell away 
from each other. No ligamentous structures or 
anything was left to hold them together. The 
ulna and radius of each arm came clean and 
clear from the sleeves of the coat, like new drum- 
sticks. The small bones of the hands and feet 
all fell apart as the thawing took place; the 
same with the long bones and all the others. The 
skull was entirely clean, and no tissue was pres- 
ent on the surface or inside the cavity of it. 
1A slight dry rattling or rustling could be heard 
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on shaking the skull, probably (as the skull was 
not opened) dried casings and débris of maggots, 
bugs, ete. In the sleeves of the coat were hun- 
dreds of these casings. 

There was found on the skeleton a truss, ap- 
parently for a left-sided hernia. This truss had 
been broken at some time, and it was evident 
where the repair had been made. In a coat 
poeket several loaded shells for a No. 12 gauge 
shot-gun were found. Some of these showed 
the effects of the weather. The wadding had 
become loosened and many of the shot were 
loose in the pocket. 

The description of the clothing and other 
wearing apparel I have not given, nor the de- 
scription of a few things found in his pockets, 
as they did not figure materially in identifying 
the remains. 

The police inspectors did good work in trac- 
ing the clues to try and establish the identity 
of the skeleton. The first step was taken with 
the glasses which were found by the skull. They 
were found to be, in a general way, the glasses 
that would be apt to be worn somewhere around 
the 60 year age. They were finally found to 
have been made by a local optician in this city 
and made for Mr. X. 

The teeth were next taken and after consid- 
erable effort, a local dentist was found who rec- 
ognized the dental work as some of his own and 
he had done the work for Mr. X, the same man 
for whom the glasses were made. 


The gun was shown to the dentist who did 
the dental work on the teeth, and strangely 
enough he recognized the gun as one that he had 
fitted into the fore-piece, the triangular shaped 
ornament referred to above. The original piece 
had been lost and he had made a form of ‘‘amal- 
gam material’’ such as he used in filling cavities 
of teeth and had fitted it into the fore-piece of 
a gun for Mr. X. 


The truss was then inquired into and because 
of the fact that it showed evidence of having 
been repaired, the inspectors took it to different 
places where such work might be done and had 
the good fortune to find the man by whom the 
repairing had been done. This man recognized 
the truss and remembered for whom he had done 
the work and it was for the same Mr. X. 

The evidence relative to the teeth, the gun, the 
glasses, the truss, the color of the hair, the fact 
that the same Mr. X. had been missing for a 
long time, that he was sixty-five years of age, 
all went to show without much doubt that 
identity had been well established as that of 
Mr. X. Note.—It was found that his bank ac- 
count which was not a large one had dwindled 
down to nothing, and no valuables were found 
in his clothing, indicating that he was pretty 
well out financially. 

With the identity fixed as that of Mr. X the 
next matters to consider were the ‘‘Cause and 
Manner’’ of death. After the remains had been 


observed at the undertaking rooms and the frost 
had disappeared from the clothing and the bones, 
the question came, What is the cause of death? 
As stated before, the bones of the skeleton were 
all clean, and free from necrotic material, so it 
was evident that it would be impossible to de- 
termine whether there had been any injury or 
pathological condition of the soft parts which 
might be the cause of death. There was left 
only the bony structures to view. The skull was 
intact, no evidence of injury or disease to be 
found. There were no fractures of the skull, 
leg or arm bones or of any of the other bones. 
With the bones all lying there and no apparent 
injury to them, it seemed that ‘‘Cause Un- 
known’’ would have to be signed on the ‘‘ Blue 
Certificate’’. 

While standing there by the remains and try- 
ing to see if some avenue would only open, the 
examining room became quite warm, and to my 
surprise, it being February, and everything hav- 
ing been frozen, maggots began to be seen, a few 
here and there, coming out of some of the bones. 
While observing this fact I also noted that 
the maggots seemed to have confined their work 
to the left side of the skeletal remains. Realiz- 
ing that the physical conditions were the same 
for both sides of the body, I wondered why the 
maggots should not be on the other side as well. 
It was in the ribs that most of the activity of the 
maggots was seen. 

The pelvic bones, ribs, vertebrae, clavicles 
and scapulae, also the sacrum were then sent 
for x-ray examination. This showed that holes 
from which the maggots came out were not of 
their own making, as I in my ignorance had first 
thought, but were shot holes, and the shot were 
still in the bones. There were only eight or 
nine shot in all, and mostly in the lower ribs 
of the left side, with one shot in each of two 
vertebrae. There was no evidence of shot in 
any of the other bones. The shot were removed, 
weighed and measured, and were found to cor- 
respond with the No. 6 shot which were in the 
loaded shells in his pocket. Because of so few 
shot in the bony parts, it seems quite certain 
that the muzzle of the gun must have been held 
against or very close to the body when dis- 
charged, and the load passed through the ab- 
domen, in the space just above the pelvis, 
toward the left through the soft parts, located 
between the crest of the ilium and the lower 
ribs on the left side of the body, with only a 
few deflecting shot striking three ribs and two 
vertebrae. To me, the first thought after seeing 
the maggots wriggling from the holes in the 
ribs, apparently where they had seemed to have 
bored their way in, was, how strange it was for 
life to be there in such a cold month of the year 
as February usually is in our climate. The next 
impression was, How curious for them to have 
selected only one side of the skeleton to inhabit 
and work in! Why should they not work on 
both sides, the physical conditions being the 
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same? It was then that I decided upon the x-ray 
examination, which so nicely demonstrated the 
‘Cause of death’’,—Gunshot Wound of the ab- 
domen. The ‘‘Manner’’ of death was decided 
at the inquest, which was duly held, and the 
finding was given as ‘‘ Probable Suicide’’. 

After considering the case as a whole, there 
seem to be two or three questions which one 
might ask himself, or so it seems to me, such as, 
Why was the gun ‘“‘broken open’’? and would 
he have done that after suicide? If suicide, 
would he have ‘‘broken’’ the gun, then taken 
out the discharged shell or shells? If so, what 
did he do with them, as on most careful search 
of the vicinity, none could be found, nor any in 
his pockets. Another thought comes up. Could 
somebody roaming through the woods have 
come across the gun, picked it up, and extracted 
the empty shell or shells and kept them and 
then after noticing the body lying near, dropped 
the gun and gone away without revealing the 
fact of his discovery, for fear perhaps of in 
some manner becoming involved in the case, sub- 
sequently, and later getting rid of the shells? 

Question of homicide? Nothing indicating 
anybody else or motives of any nature were 
obtained. 

Accidental ? 
would arise. 


The same queries as for suicide 


DISCUSSION 


Mrs. Lee: Was any effort ever made to find finger 


prints? 


No, the gun must have been out 
there a season and a half or more. Even twiglets 
had grown through the lining of the coat. Any- 
thing to show imprints of fingers would have been 
worn out by that time. Outside of the rust, there 
was no evidence of anything wrong with the gun. 


Dr. FULLERTON: 


Mrs. Lee: How long had the man been miss- 
ing? 

Dr. Futterton: I don’t remember how long. We 
had a report from a local hotel that he had been 
missing for some considerable time; then later he 
was said to have been seen in Chelsea, Mass. After 
this no one seems to have seen him. The data were 
all indefinite. The time extended over a period of 
a year and a half or thereabouts. No one kept track 
of him or knew the time of his departure from Chel- 
sea, where he was last reported to have been seen. 


Dr. Gay: 


Dr. FuLterton: The gun was about four or five 
feet from the skeleton. 


Dr. Gay: It might have been disturbed by ani- 
mals, I suppose? 


Dr. FULLERTON: I suppose so, but I don’t know 
what animals would have been there. 


Dr. Gay: 


Dr. FuLtterton: Not way in the brush, this was 
quite a distance from the highway, and one hundred 
feet from the cart path, right in the midst of the 
bushes. Some boys going through that section saw 


How far was the gun from the body? 


There were no cows there? 


the remains and they were the ones who reported 
the case. 


Dr. Jones: There is one phase of the matter of 
the death, whether it was suicide or homicide, and 
I didn’t quite follow your description of what you 
concluded was the course of the shot, where it finally 
arrived. 


Dr. FuLLerToN: In the direction of the pelvis, 
slightly above and toward the left. It must have 
gone through the soft part, almost like a bullet. 
There were only eight or nine shot in all the bones. 
The pelvic bones, vertebrae, scapulae, ribs, and 
clavicles were taken for x-ray examination, and there 
were no shot holes in any of them except three lower 
left ribs and two vertebrae near the dorsolumbar re- 
gion. 


Mrs. LEE: 
been fired? 


How do you think the gun could have 


Dr. FULLERTON: That is the question. I was think- 
ing of several things that might have happened. I 
remember a case of a man who kept a loaded shot- 
gun in a closet of his home; he took it from the 
closet and went to the side of his bed. The gun 
slipped and slid to the floor, the butt striking the 
base board of his room. The gun was discharged 
and he was shot in the abdomen. He moved a few 
feet only. 

Of course, if this man had shot himself, it is easy 
enough to assume, perhaps, that he had staggered 
back, but why did he stop to open the gun? 


Dr. JONES: Were there any shot holes in the 
clothes? 


Dr. FULLERTON: The clothes were pretty well 
rotted; there were even little fine twiglets growing 
up through the lining of his coat. His overcoat was 
worn, but we didn’t notice any holes in the clothes. 


Mrs. LEE: Was the overcoat fastened? 


Dr. FULLERTON: As I recall the case, the overcoat 
was not buttoned closely, partly unbuttoned and 
slightly open. The clothing when handled would 
tear very easily, almost like tissue paper. 


Dr. CANAVAN: Did it look as though he disap- 
peared in the winter time? 


Dr. FULLERTON: Probably so. And one reason why 
we did think it might be suicide was that he was 
always very particular when he went into the woods 
gunning; he always wore his regular gunning out- 
fit; he never wore his ordinary street clothes in the 
woods. 


Dr. Gay: I don’t suppose you could tell whether 
the gun was broken at the same time the man died 
or whether it was a recent thing? Wouldn’t an ac- 
cidental death be more consistent, as if he were go- 
ing along and dragging the gun after him? 


De. FULLERTON: I suppose such a thing could be 
possible for an experienced gunner, as he apparent- 
ly was. But I could hardly conceive of such a man 
dragging the gun along the ground with the muz- 
zle close to him, and if so, without more scattering 
of shot than was evidenced here. 


Dr. BrRICKLEY: Was it a top action lever? He 
could drop a gun and have it break open with a 
lever about three inches long. 


Dr. FuLterton: That is something I didn’t know. 


Then the question comes, where did the discharged 
shells go? 
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Dr. Jones: I have a fantastical idea. It is pos- 
sible that from the direction of the wound he shot 
himself accidentally and that he couldn’t get out and 
that he fired those two shells into the air and tried 
to get help and then in the process of unloading his 
gun and putting in other shells, he may have recov- 
ered from his wound sufficiently and fired more shells. 


Or it is possible considering the direction of the 
wound that he shot himself accidentally, that he 
couldn’t get out of the woods, that he fired one or 
more shots in an attempt to get aid and that in 
the process of reloading he succumbed to the extent 
that he could fire no more shells. 


Dr. FuLterton: They made an extremely care- 
ful search, all around the ground for quite an area, 
at least an area where a man would throw the shells, 
and they couldn’t find any empty shells around. They 
found the glasses and the teeth, and some of those 
had to be scraped out from the oak leaves. 


Dr. Jones: Might he not have walked a consider- 
able distance after he had shot himself? 


Dr. Futterton: That is a question I don’t believe 
I can answer, as to how far a man could go with 
a shot through the bowels. 


Dr. Jones: He can go most any distance; I know. 


Mrs. Lee: From the direction of that shot, I 
should think that he might have leaned against the 
barrel of the gun. 


Dr. FutLERTON: Yes. I can conceive that it might 
be that way, and also it could be an accident. What 
puzzled me so much was what I spoke about, the gun 
being opened. 


Dr. BrickLeEy: You break your gun with your 
right hand, and you press the lever from left to 
right. If it fell on the left side, you could easily 
press the trigger. 


Dr. FuLterton: That is one of the interesting 
points to me about the thing, in thinking over what 
did happen. I couldn’t decide it. 


Dr. BricKLeEy: I would like to hear from Dr. Jones 
as to how far that gentleman could travel with a 
number six in him. 


Dr. JonEs: That, no doubt, would enter into the 
medicolegal problem. How far can a man walk 
after he is shot? 


I have had to see a great many men, in all sorts 
of cases, and in all sorts of circumstances, and, much 
to my surprise, men do travel considerable distances 
to obtain help when shot. 


The instinctive thing that a man does after one 
of these occurrences is to try to get help. When 
looking over a long row of men who were lying on 
litters after being shot I have found all sorts of 
things that were interesting. 

In the first place most of them were conscious, 


were talking quite rationally and suffered apparently 
no severe pain. 

Some had serious spine injuries, in fact an occa- 
sional one had the lower portion of his spine de- 
stroyed. As in this case many had serious belly 
wounds and these had no interference with their 
ability to reason or talk. Another curious thing is 
that they do not desire morphine generally but prefer 
cigarettes which the hospital corps men light and 
place in the victims’ mouths. 

Of course, in head injuries, a decidedly different 
picture is present, but in wounds below the dia- 
phragm it is astounding to note how much they can 
do. Such things as perforating belly wounds some- 
times do not stop them for a considerable time. 

I remember a German whom I interviewed in a 
trench raid. Nobody knew that he had been shot 
for he had been walking and sitting for about three 
hours and had been interviewed by everybody in the 
company who could talk the least bit of German 
and he had a penetrating wound of the liver from 
which he later died. 

Outside of extensive bone damage, hemorrhage is 
the thing that stops them and the time element de- 
pends on the blood vessels injured. 


If this man had a hemorrhage from his iliac ves- 
sels or any of the larger vessels in their vicinity it 
would take but a minute or two for him to slump 
and fall to the ground. I can readily believe that if 
he shot himself with a gunshot into the abdomen 
and it did not produce a serious hemorrhage he 
might be on his feet and live for some time, and 
it is possible in this case that he accidentally shot 
himself. 


SPEAKER FROM THE Foor: I think that is rather 
an interesting point that has been brought out in 
most textbooks as to the nearness of the shotgun 
to the body in trying to make a finding of suicide. 
Speaking of shotgun wounds, three months ago I 
had a man attempt suicide by putting a shot through 
the mandible. He got up from his bed and put on 
his trousers and walked out to the ambulance. I 
don’t think that it is an important factor in deter- 
mining a question of suicide, the distance of your 
shot gun and revolver from the body. I can dis- 
tinctly recall finding the gun several feet away. 

I think with a shotgun wound of the abdomen, 
a low wound, would mean that they can travel a 
considerable distance. A man who puts a gun up 
against the running board of an automobile with 
the barrel near the ensiform cartilage can fall in his 
tracks. But the one with abdominal wounds can 
walk a considerable distance. 


Dr. JONES: I want to say that Dr. Fullerton’s pa- 
per is excellent. One interesting feature in this 
case is in regard to the maggots and other insect life 
or remains found in the body. 

I remember reading some years ago a small book 
called “Death and Sudden Death” by P. Brouardel. If 
I remember correctly, there was a_ tremendous 
amount of fine information relative to the subject of 
insect life in a dead body. 
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*Deceased. 


MISCELLANY 


‘PERSONAL ITEMS 


Dr. R. A. Hernandez, who recently returned from 
a trip to Cuba and Louisiana, spoke of conditions in 
Cuba before the Laconia High School and Kiwanis 
Club March 5. 

Dr. John R. Perley and Dr. Melba Stewart of 
Laconia, pathologist at the Laconia Hospital, were 
married at the home of Dr. Clifton S. Abbott March 
8. They will make their home in Lakeport. 

Dr. Charles E. Smith, Secretary of Carroll County, 
has returned from a three months’ absence in New 
York where he has been taking a postgraduate 
course in surgery. 

Dr. and Mrs. William M. Bronson of Lancaster re- 
cently returned from a motor trip to Florida. 

Dr. Park R. Hoyt of Lakeport spoke at the regu- 
lar meeting of the Kiwanis Club at the Laconia 
Tavern February 25. Dr. Hoyt told of the functions 
of the Board of Medical Examiners in New Hamp- 
shire and compared their duties and regulations 
with those of the boards of other states. 


HOSPITAL ITEMS 


The annual Charity Ball for the benefit of the 
Carrie F. Wright Hospital in Newport, held in the 
Opera House Friday evening, March 1, drew a large 
crowd. The unusually fine program, “Winter Won- 
derland,” was very much enjoyed. 
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Approximately $75.00 was cleared for the local 
hospital at a series of telephone bridge parties held 
in Woodsville during the latter part of February. 
The codperation and interest in this first attempt 
at a telephone bridge is most heartily appreciated 
by the hospital committee. 

The Laconia Rotary Club conducted its annual 
fair for the benefit of the Laconia Hospital Febru- 
ary 23. Dr. Chester L. Smart was the General 
Chairman. 

The new maternity building of the Portsmouth 
Hospital was opened for public inspection on March 
9. This is one of the most modern maternity homes 
in this section of the country. The first baby to be 
born in the new maternity building will be presented 
with a silver mug by the doctors on the hospital 
staff. 

The Huggins Hospital of Wolfeboro has been be- 
queathed $4,000. 

Billy B. Van has presented the nurses of the Car- 
rie F. Wright Hospital in Newport with a building 
that is to be moved onto the hospital property, 
where it is to be transformed into a club room for 
the girls and visiting nurses. 


NURSES 


The annual meeting of the Keene District Nurses’ 
Association was held Monday, March 4. The organ- 
ization is beginning its fifteenth year of service to 
the community. 

The regular meeting of the Nurses’ Alumnae was 
held at the Community House in Littleton March 7. 
Miss Hazel Bryant, R.N., public nurse, gave an in- 
teresting account of her work in the community. 

Members of the New Hampshire Graduate 
Nurses’ Association met in Concord March 13 for 
their first quarterly meeting of 1935. Miss Mary 
Roberts, editor of the American Journal of Nursing, 
spoke on “The Eight Hour Day.” 

Miss Rosanna O’Donoghue, Superintendent of the 
Portsmouth Hospital, was one of the _ principal 
speakers at the meeting of nurses held at the Uni- 
versity of New Hampshire, at Durham, March 28. 


MEETINGS 


“Maternal Hygiene and Infant Hygiene’ was the 
theme of a vocational talk by Dr. Ralph N. Jones 
before the Whitefield Rotary Club, Thursday, March 


14. Dr. Jones traced the growth of knowledge from 
ancient times to modern, and the resulting continu- 
ous reduction in mortality of mother and child. 

Dr. Philip LaFrance of Laconia presented a paper 
on “Arthritis” at the regular meeting of the Belknap 
County Medical Society March 19. The meeting was 
held at the Laconia Tavern with Dr. Raymond Tur- 
ley, of Meredith, President, presiding. 

The second of a series of medical meetings was 
held at the Exeter Hospital March 20. The speaker 
at this meeting was Dr. E. Granville Crabtree, of 
Boston, who spoke on “Disorders of the Urinary 
System Encountered in General Practice.” 

The annual meeting of the Woodsville Cottage 
Hospital was held Wednesday afternoon, March 27. 
Miss Shaw, R.N., Superintendent of the Hospital, 
gave an encouraging repor* of the year’s work. 


CLINICS 


The bimonthly meeting of the cancer clinic was 
held at the Elliot Community Hospital in Keene 
March 13. Dr. Walter H. Lacey is in charge of the 
work in this vicinity. 

Thirty-six patients were examined at the tubercu- 
losis clinic at the Elliot Community Hospital March 
26 under the auspices of the New Hampshire Tuber- 
culosis Association. Dr. Robert B. Kerr of Man- 
chester was examining physician. 


NEW MEMBERS 


Louise M. Paul, Sanbornville; L. B. Copenhaven, 
North Woodstock; Nathan Brody, Belmont; Ursula 
Sanders, Concord; Carl A. Dahlgren, Concord; Paul 
C. Bacon, Charlestown; Albert F. Mazzoli, North 
Conway; Samuel Fiernier, Ashland. 


RADIO 


The Committee on Public Relations, Public Policy 
and Legislation arranged the following series of 
broadcasts over Station WFEA at Manchester on 
succeeding Thursday evenings from 7:15 to 7:30: 

April 11 — Dr. Carleton R. Metcalf, Concord, 
“Health Insurance”; April 18 — Dr. George C. Wil- 
kins, Manchester, “Cancer”; April 25—Dr. Ezra A. 
Jones, Manchester, “Infantile Paralysis”; May 2— 
Dr. Charles F. Nutter, Nashua, “Saving the Eye- 
sight”; May 9 — Dr. Loren F. Richards, Nashua, 
“Medical Fads and Fancies”; May 16 — Dr. Robert 
B. Kerr, Manchester, “Tuberculosis.” 
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MEDICAL PROGRESS 


PROGRESS IN THE DIAGNOSIS AND TREATMENT 
OF SYPHILIS, 1934 


BY AUSTIN W. CHEEVER, M.D.* 


E find the emphasis in literature this year 

along the lines of general education: edu- 
cation to prevent infection as far as possible, 
and education to provide speedy diagnosis and 
proper treatment when infection occurs. Under 
the first heading comes the increased discussion 
of the detection and treatment of syphilis in 
the pregnant woman. The Codperative Study 
Group’ has published the results of its study of 
the outcome of pregnancy in syphilitic women 
as relates to treatment. The data comprise 
3,817 women under observation or treatment for 
syphilis for six months or more, of whom 603 
were pregnant during or after treatment for 
their present syphilis. Much arsenical and little 
heavy metal treatment instituted early insured 
the children being born alive and apparently 
nonsyphilitie in 85 per cent of the cases, but 
when treatment was started after the fifth 
month of pregnancy, this percentage dropped 
to 55. Treatment with little of both arsphena- 
mine and heavy metal produced living, appar- 
ently nonsyphilitie children when begun before 
the fifth month. Best results were obtained 


from adequate treatment in the form of ten 
injections of an arsenical and ten of a heavy 


metal. When instituted before the fifth month, 
the results were living, apparently non-syphilitie 
children in 91 per cent of the cases. The au- 
thors also present evidence that the syphilitic 
mother should be given early and adequate 
treatment throughout every pregnancy regard- 
less of her Wassermann reaction. On this same 
subject Ingraham and Kahler’ point out that be- 
cause the incidence of syphilis is less among 
the higher classes than in the clinic class, it is 
less looked for and consequently more cases here 
escape detection. Furthermore they believe that 
syphilis in a latent stage as it exists in most 
pregnant women is so difficult to detect that it 
should be suspected in every case if one hopes 
for a successful termination of pregnancy and 
a healthy child, which cannot be expected in the 
presence of infection of this nature even though 
quiescent. McKelvey and Turner* are emphatic 
in their conclusions after a study of syphilis and 
pregnancy: a test should be done on the blood 
of the umbilical cord and a study made of the 
placental histology as aids in the diagnosis of 
congenital syphilis, and these measures should 
be earried out on all patients not proved during 
pregnancy to be free from syphilis. Realizing 


*Cheever, Austin W.—Assistant Physician to Syphilis Out- 
Patient Department, Massachusetts General Hospital. For rec- 
ord and address of author see “This Week’s Issue,’ page 894. 


the importance of these conclusions which have 
been reached after much study, we ean readily 
understand that neglect to perform a blood test 
on every pregnant woman may be criminal in 
that it may deprive her of her chance to have a 
living, healthy child. 

In order to extend education toward prevent- 
ing infection, the Connecticut State Health De- 
partment* inaugurated a series of illustrated 
lectures on venereal disease to be given in the 
civilian conservation camps. In this way they 
expected to reach two hundred men in each of 
the twelve camps already organized and to 
carry on the work in the newly organized camps. 
With this same idea in mind, to educate as many 
people as possible, in November Thomas Parran, 
Jr.,° New York State Commissioner of Health, 
arranged in one of his radio talks on public 
health needs, to give a brief non-technical ref- 
erence to life-saving possibilities through scien- 
tifie action in the control of syphilis. The offi- 
cials of the Columbia Broadcasting System, how- 
ever, put a last-minute ban on any mention of 
syphilis control. Parran not only refused to 
speak under the circumstances, but protested 
further by resigning from the Public Health 
Committee of the National Advisory Council on 
Radio in Edueation. His action has brought 
forth much commendatory comment. The fol- 
lowing editorial® seems particularly apropos. 

“It is a pity indeed that radio, with perhaps the 
greatest opportunities for educational publicity that 
have ever existed, should so often shoot wide of the 
mark. . . . Possibly the self-appointed guardians of 
a nation’s morals, purveyors of a publicity such as 
has never before been known, may yet be brought to 
realize the fact that syphilis is a curable disease, 
more susceptible to control than is tuberculosis, if 
only the facts could be made universally known and 
hammered home. Until this stage in its progress 
has been reached we must accept what many of us 
have already suspected—that if radio is still in its 
infancy, that infancy is not so much a matter of 
technique as of intellect.’ 


The infection with spirochetes through blood 
transfusion is a preventable accident to which 
attention is being more and more directed. Here 
again education will help. In accepting donors 
for transfusions, greater attention must be giv- 
en to the possibilities of syphilis too early for 
the appearance of a primary. At a meeting of 
the Société des médecins des hépitaux de Paris’ 
special attention was given to this subject and 
cases reported. 

In regard to the much discussed and mooted 
question of incidence comes a statement from 
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the Laboratories of the Life Extension Institute 
of New York City® that approximately two per 
cent of the general average of the more respon- 
sible white population in and around New York 
show laboratory evidence of syphilis. Men- 
ninger® has established certain facts regarding 
incidence of juvenile paretiec neurosyphilis, its 
sex distribution and age at onset. He finds that 
this group makes up less than two per cent of 
all cases of general paresis; that the ratio of 
males to females is 1.36 to 1 as compared with a 
ratio of 3.43 males to 1 female in the adult form 
of the disease. The time of onset was between 
the ninth and eighteenth years in 68 per cent of 
the cases observed. 


‘Treat by schedule and not by Wassermann 
test’’ as the slogan of the best modern practice 
is offered by the Codperative Study Group’? in 
their résumé of modern principles in the treat- 
ment of early syphilis. Their study is based on 
an aggregate material larger than any as yet 
evaluated in the literature. The management of 
early syphilis, they find, is amenable to a con- 
siderable degree of routinism, standardization, 
and mass technic in contrast with the individual- 
ism necessary in late syphilis. They show clear- 
ly the dangers of the rest periods and irregular- 
ity of treatment, as well as the inadequacy of 
the short arsphenamine course in the intensive 
system. They cite figures to prove that twenty 
injections of an arsphenamine make up the ap- 
proximate number a patient with early syphilis 
should have so that he may not become a menace 
to family and community through infectious re- 
lapse. In the nervous system, formerly thought 
to be injured by an arsenical, it appears that 
three times as many relapses and other involve- 
ment develop if less than twenty injections are 
administered than when more are given. The 
failure of the blood Wassermann to reverse, 
they believe, is more a matter of how treat- 
ment is given than of how much is administered. 
A little treatment continuously given is more 
than twice as effective as that intermittently ap- 
plied, and more than four times as effective as 
that irregularly given. Much arsphenamine and 
much heavy metal are far more effective than 
little arsphenamine and little heavy metal in 
securing a negative Wassermann reaction within 
the first three months, when the drugs are con- 
tinuously used. As to the average amount of 
treatment leading to good results, they fix from 
twenty to twenty-nine injections of an arsphena- 
mine and a similar amount of heavy metal, thus 
making thirty injections of an arsenical a thera- 
peutic objective in place of the ‘‘forty or over’’ 
suggested by earlier investigators. They de- 
scribe at length an alternating continuous 
arsphenamine-bismuth system and set forth re- 
action-prevention principles. 


In discussing the adequacy of modern meth- 


ods of treatment in preventing late sequelae, 
Wile™ refers to the fact that the most important 
factor in the causation of late accidents is in- 
adequate treatment during the first year of the 
infection. Intensive treatment during the early 
period is the best safeguard against late tissue 
damage. He hesitates not at all in saying that 
physicians are better prepared than formerly 
to prevent late sequelae, the most common of 
which are accidents in the cardiovascular sys- 
tem, late neurosyphilitie lesions and the mani- 
festations of congenital syphilis, all of which are 
generally preventable. 

On the subject of drugs, Harrington’? has 
given us for general reading descriptions of some 
of the many bismuth preparations with an ac- 
count of the experimental work which forms the 
basis for their use, their method of absorption 
and elimination, and their effectiveness. The 
article carries with it an excellent bibliography. 
The excretion of iodobismitol after intramuscu- 
lar injection in therapeutic dosage in man and 
rabbit has been investigated by Hanzlik et al’. 
They consider that their results showed that the 
drug compares favorably with other soluble bis- 
muth products. Cannon", writing on the value 
of silver arsphenamine, states that he considers 
old arsphenamine the most efficacious remedy 
and first choice for early syphilis; he places 
silver arsphenamine above neoarsphenamine. He 
has produced results with it, apparently, com- 
parable to those with arsphenamine or neoars- 
phenamine. Spiegel’® has reported on the use 
of acetarsone (stovarsol) intravenously for 
neurosyphilis. His experience was with the 
treatment of twenty-five patients, which he feels 
is too limited a number to warrant an opinion 
as to its superiority in arresting or curing a 
pathologie process, but he does feel justified in 
saying that it appears to be efficient and rapid 
in producing results in the treatment of the 
various manifestations of neurosyphilis. 

A drug which seems to show promise and 
which may soon appear on the market under the 
name of Mapharsen*! is arsenoxide. This was 
onee recognized by Ehrlich as having excep- 
tionally high therapeutic value but was dis- 
carded by him as far too toxic. It has been 
purified and reinvestigated and is being tried 
in several large clinics. 

Malarial therapy is advised in the treatment 
of resistant somatic syphilis and also in resist- 
ant interstitial keratitis. Dennie and McBride’, 
working on the former, believe that resistant 
syphilis, other than that of the central nervous 
system, which fails to respond to routine treat- 
ment does so, not because of the inefficiency of 
arsenic or the other antisyphilitie drugs, but be- 
eause of the failure of the defense mechanism of 
the body which they believe may be activated by 
the administration of malaria, heat therapy, or 
typhoid vaccine, named in the order of their effi- 
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ciency. Though heat, well within the limit of 
human tolerance, will kill Spirochaeta pallida 
in vitro, heat alone is an activating factor and of 
itself does not destroy the organism of syphilis. 
The experience of these investigators shows that 
patients who had temperatures between 106° 
and 108°F. if given no further treatment had 
a recurrence of symptoms. That malarial ther- 
apy possesses distinct advantages over any other 
known treatment for syphilitic interstitial kera- 
titis is the opinion of Ambler and Van Cleve’, 
who recommend its use in addition to the other 
usual forms of antisyphilitic treatment. 


Startling results have been reported regard- 
ing the alleviation of symptoms of central nerv- 
ous system syphilis following foreed spinal 
drainage, and it was decided to use this proce- 
dure in a ease of taboparesis complicated by gas- 
tric crisis. Fellows'® explains that the treat- 
ment consisted of prolonged simultaneous in- 
travenous injection of hypotonic saline solution 
and the drainage of the cerebrospinal fluid. The 
stimulation of the production of new cerebro- 
spinal fluid was made by the lowering of the 
osmotic pressure of the blood by the adminis- 
tration of large volumes of water by mouth or 
by the intravenous injection of hypotonic salt 
solution. This is probably the only case re- 
ported in literature, according to the author, 
of the use of this therapy in gastric crisis. 

A plan to evaluate independently serologic 
procedure for the diagnosis of syphilis in the 
United States has been worked out by the 
United States Public Health Service codperating 
with the American Society of Clinical Patholo- 
gists’®. Specimens of blood from at least 1,000 
individuals are to be collected and distributed 
to the laboratories of those serologists who have 
described original modifications of a comple- 
ment-fixation or precipitation test. The findings 
will be interpreted by a committee of five, con- 
sisting of two specialists in the field of clinical 
syphilology, two members of the American So- 
ciety of Clinical Pathologists, and an officer of 
the United States Public Health Service. 


The Kline test is recommended by Rein and 
Feldman” for routine dental practice. The test 
can be performed with a few drops easily ob- 
tained from a bleeding socket following an ex- 
traction. It is predicted that many cases of 
concealed or latent syphilis might be detected in 
this way. This same test is also recommended 
for the use of life insurance companies, whose 
needs are somewhat unusual. The Kline seems 
ideal in the opinion of Rein and Le Moine* in 
that so small an amount of blood is required it 
is easily taken from a finger puncture and can 
be sent with safety long distances to a labora- 
tory, for the specimens are satisfactory for test- 
ing as long as ten days after collection, and in 
their opinion the test is more sensitive and ac- 


mens. Because this test can be performed with 
a dried drop of whole blood and the specimen 
kept for several days before it is examined, it 
has been thought that it would be an easy meth- 
od for the general practitioner or for those for 
whom laboratory service is obtainable at great 
distance, and its easy withdrawal would make it 
helpful in taking tests on children or obese per- 
sons. Dahr used the Kahn, Meinicke clarifica- 
tion, and’ Wassermann tests as controls and 
found the results harmonized in over 98 per 
cent. 

Berk and Hinton** compared the spinal fluid 
and the Hinton reactions on the blood in 787 
eases in which there had been infection by syph- 
ilis. There was not a single instance where the 
spinal fluid was definitely pathologic when the 
Hinton reaction on the blood was negative. 
There were, however, fifteen cases (slightly less 
than 2 per cent of the whole series) in which the 
spinal fluid was doubtful and the Hinton blood 
reaction negative; thirteen of these had doubt- 
ful spinal fluids on the basis of the gold sol 
alone. The authors conclude that a negative 
Hinton reaction on the blood, when verified by 
repetition, almost wholly excludes the likelihood 
of there being laboratory evidence of neurosyph- 
ilis obtainable by lumbar puncture. 

The Massachusetts Department of Public 
Health, after several years of study of the com- 
parative merits of blood tests, has decided in 
favor of the Hinton test and has adopted it for 
official routine purposes. 

There are more obscure troubles due to syph- 
ilis than the average physician is aware of ac- 
cording to Astrachan**. Of 313 new syphilitie 
eases for which treatment was sought in the 
skin clinic of the New York Postgraduate Hos- 
pital or which were transferred there for this 
purpose from other departments, 40 per cent 
(126 persons) did not suspect syphilis. In 35 
per cent of these 126 cases, the infection was 
discovered accidentally by a routine Wasser- 
mann test. The patients came complaining of 
rheumatic pains, eye troubles, heart diseases, 
gastric disturbances, dysfunctions of the nerv- 
ous system, ete., which shows that even in ail- 
ments which are supposedly never, or vety 
rarely, caused by syphilis, we still have to con- 
sider it as a possible etiologic factor. 

Biederman** makes a preliminary report of a 
condition that he hopes may be another diag- 
nostic sign. It is concerned with the appear- 
ance of the anterior pillars of the throat which 
turn from the healthy pinkish color in the nor- 
mal throat to a dark, dusky red shade in a 
well-defined congested area in a latent syphilitic 
person. Not every case of syphilis presented 
this change and not every patient showing this 
change could be proved syphilitic. However, 
this draws attention toward a sign which may 


curate than the Wassermann and Kahn. 
Dahr”? used Cheviak’s method on 600 speci- 


have importance. 
The cervix should be examined for primaries, 
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put this is regularly neglected by everyone. Mor- 
rison®® ealls attention to this omission and its 
possibility for delaying diagnosis. 

To the complications of treatment Bragman’*’ 
adds a ease of dermatitis from tryparsamide, a 
decidedly rare accident after the pentavalent 
arsenicals. The management of postarsphena- 
mine dermatitis is still of interest. Among the 
suggestions are the use of dextrose, insulin, eal- 
cium therapy, and liver therapy. Shaffer** re- 
views the medical management of this condition 
and reeords his experience with hypertonic solu- 
tion of dextrose. It is evident that it is not nec- 
essary to limit our efforts in postarsphenamine 
dermatitis to sodium thiosulphate. 


The relationship between the syphilitic in- 
dividual and meteorologie conditions, which we 
now accept as chance occurrences, may be ex- 
plainable. Petersen*®, in his article on Amer- 
ican Distribution of Tabes and Paresis, dis- 
cusses the concordance of the track of these dis- 
eases in America with the major storm tracks 
as they cross the continent, concentrating over 
New England and the Middle Atlantic States 
as the storms go out to sea. Petersen explains 
that tabes and paresis are relatively rare in the 
tropics and southern hemisphere and that in 
the northern altitudes the combined effect of 
syphilis and meteorologie battering induce de- 
generation in a higher percentage of cases of 
syphilis than occurs in milder climates. Ex- 
cellent maps and graphs make the article con- 
vineing. 

Progress is being made in the supervision of 
specialism. The current year saw the first ex- 
aminations by the newly created board for the 
certification of specialists in dermatology and 
syphilology. The American Board of Dermatol- 
ogy and Syphilology*®, as it styles itself, was 
formed by the appointment of four members each 
from the American Dermatological Association 
and the Section on Dermatology and Syphilology 
of the American Medical Association. It is the 
aim of this board to raise the standards of prac- 
tice and training. It grants certificates to can- 
didates who, having voluntarily submitted to its 
examinations, are found to meet its require- 
ments. This is the fourth national board to be 
set up in the specialties. When such boards are 
functioning, there will no longer be any need 
for the state to interfere in the regulation of 


specialists, and thus dangers from political in- 
terference will be eliminated. 
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CASE 21191 
PRESENTATION OF CASE 


A thirty-two year old American housewife 
entered complaining of prolonged uterine bleed- 
ing and weakness. 

Approximately seven years before entry the 
patient developed amenorrhea. This condition 
lasted about two years at the end of which time 
her menstrual periods recurred and were regu- 
lar. Three years before entry she noticed that 
her periods were increasing in length although 
the amount of bleeding was not excessive. Nine 
months before entry she flowed steadily for nine 
weeks. Bed rest for four months improved this 
condition somewhat. She became very weak 
and fatigued easily upon the slightest exertion. 
Two months before entry she began to flow again. 
This period, during which she used two or three 
pads a day, lasted six weeks. After a cessation 
of about four days the flow started again and 
continued until admission. Except for gener- 
alized weakness there were no other symptoms. 

She had been married thirteen years. She 
had one child ten years of age which was living 
and well. There were no other pregnancies. 

Both her mother and husband had _ tuber- 
culosis. 

Physical examination showed a well-developed 
and nourished but extremely sallow woman. 
The skin and mucous membranes were pale. 
The heart and lungs were negative. Abdominal 
examination showed a hard tumor mass approxi- 
mately 7 centimeters in diameter in the left 
lower quadrant. A pelvic examination showed 
a bloody discharge over the vulva. The cervix 
was pushed upward and to the right. In the 
left vault there was a large, hard, freely mov- 
able tumor, apparently the same tumor that was 
felt upon abdominal examination. 

The temperature was 98.8°, the pulse 85. The 
respirations were 20. 

Examination of the urine was negative. The 
blood showed a red cell count of 3,850,000, with 
a hemoglobin of 45 per cent. 

On the fourth day a complete hysterectomy 
was performed. She had an uneventful con- 
valescence and was discharged two weeks after 
operation. The patient was last heard from 
four and a half years after discharge and 
stated that she was in the best of health. 


DIFFERENTIAL DIAGNOSIS 


Dr. LANepon Parsons: This is the sort of 
menstrual disturbance we see usually with en- 
vironmental change. We usually see it in girls 
going away to college and very frequently in 
immigrants, where it may be either environ- 
mental or climatic; but it is a fact that under 
such conditions periods of amenorrhea occur, 

Nothing is said about the interval between 
periods. It is interesting that when the periods 
resumed following the long interval of amenor- 
rhea they were perfectly regular and normal in 
duration and amount, rather than profuse and 
irregular as you might expect with a functional 
type of bleeding. Obviously there is some dis- 
turbance in the normal mechanism. One won- 
ders whether this is a functional type of disturb- 
ance or whether we will find an organic cause 
and, if organic, whether the disturbance is to 
be found locally or possibly as a result of some 
general systemic disease. We know that pa- 
tients with lowered metabolic rate and partial 
myxedema will go on to menorrhagia. Pos- 
sibly this amenorrhea phase might be associated 
with some hyperactivity on the part of the thy- 
roid. We know that hyperthyroid patients tend 
to have amenorrhea. It is possible she had some 
overactivity on the part of the thyroid which 
involuted to the stage of myxedema with re- 
sultant menorrhagia and bleeding of nine weeks’ 
duration. 

We must consider thrombopenie purpura. We 
see a great many cases where profuse vaginal 
hemorrhage is the first symptom and often the 
chief symptom of the disease. The amount of 
blood lost has obviously been great because, 
although bed rest for four months improved her 
condition somewhat, she still tired easily on ex- 
ertion. 

She may have had an inherited tendency to- 
ward tuberculosis, if there is such a thing, and 
she certainly had intimate exposure to a husband 
with tuberculosis. Tuberculosis of the endo- 
metrium might conceivably give this picture. It 
is usually accompanied by tuberculosis of the 
tubes and one rather associates amenorrhea with 
it rather than profuse vaginal bleeding, although 
this can occur. 

From the physical examination we have evi- 
dence of past bleeding as shown by pale mucous 
membranes and sallow complexion and evidence 
of present bleeding from the history and dis- 
charge of blood over the vulva. Another im- 
portant finding is a mass, freely movable, and 
hard, occupying the left lower quadrant. We 
do not know the relation of the mass to the 
uterus, which would be of extreme importance 
to us in making a diagnosis. 

We have then the presence of a unilateral 
mass together with the history, physical find- 
ings, and laboratory confirmation of vaginal 
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bleeding in a woman of thirty-two years. We 
do not know the relation of this mass to the 
uterus. It has not been distinguished in the 
physical examination. One thinks immediately 
of a pedunculated fibroid rising out of the pelvis 
or a broad ligament fibroid. If it were a fibroid 
one would expect a more varied group of symp- 
tons than simply vaginal bleeding, either symp- 
toms of pressure, urinary frequency from pres- 
sure on the bladder, pain down the leg, or con- 
tinued backache. The only symptom we have 
is that of profuse bleeding. The amount of 
bleeding in fibroids will vary enormously and 
has very little relation to size. You may have 
an enormous one and have no marked bleeding, 
possibly a somewhat prolonged menstrual dura- 
tion, menorrhagia, but not the amount of bleed- 
ing that is evident here. This sort of bleeding 
we may expect to get with a smaller submucous 
fibroid. The pedunculated intrauterine fibroid 
is supposed to be the one benign condition that 
will give the gushing type of vaginal bleeding; 
and this patient obviously has bled considerably. 

We must consider an inflammatory basis for 
the tumor mass. What we have to go on is the 
temperature and low white blood count in the 
laboratory examination. We assume then that 
there is no evidence of recent infection. Many 
of the old pelvie inflammatory processes can be 
hard and firm but usually we find them in older 
women and we would expect a great deal more 
fixation in the pelvis than is shown here. There 
is no note of a rectal examination. It would be 
interesting to know what it felt like on rectal 
examination. 

We have a history of tuberculosis. There is 
the inherited tendency and direct exposure. 
Conceivably this might be a mass of adherent 
bowel or a mass of omentum. The presenting 
symptom however is that of hemorrhage rather 
than of amenorrhea. 

Endometriosis ought to be considered but is 
probably ruled out on the same basis that we 
rule out pelvic inflammatory disease in that 
there was no fixation in the pelvis itself. 

We come down then to the possibility of an 
ovarian tumor. Any ovarian tumor will give 
rise to the symptoms of profuse vaginal bleed- 
ing either because of secretion from the tumor 
itself or from the irritation. Ovarian tumors 
are very apt to give profuse vaginal bleeding. 
Because this mass is firm and hard and not fixed 
in the pelvis, one narrows the search down to the 
possibility involved in solid tumors of the ovary. 
Most ovarian eysts will fluctuate on palpation at 
some point, either by rectal, pelvic or abdominal 
examination. This apparently was a firm hard 
tumor and we may assume then that the tumor 
was a solid tumor of the ovary rather than a 
tumor such as a pseudomucinous cyst. Among 
the benign tumors of the ovary we come down 
to the fibromas and in this type of tumor the 


bleeding may be normal, but one also may have 
profuse bleeding. Usually pain is present. 
Very commonly the pain is that of the pressure 
type; urinary symptoms associated with it are 
fairly common. In the cases we have had here 
three or four have had ascites and two or three 
fluid in the chest along with it. No mention is 
made in the physical examination of these find- 
ings. There is one type of tumor which is a far 
ery but it is reported. It is the type of fibroma 
called Brenner’s tumor and has the gross ap- 
pearance of fibroma on cut section. Theoreti- 
cally it is malignant but actually benign. There 
are very few benign solid tumors. Among the 
malignant tumors is sarcoma which is rapidly 
growing and we find metastases in the chest so 
rapidly that we do not have to make the diag- 
nosis—someone else makes it for us, usually the 
pathologist. The solid types of carcinomas 
usually have fluid and are usually fixed. There 
is no evidence of fixation here. They may 
metastasize in the vagina, and there is no evi- 
dence of that. I rather think this is not the 
ease. You may have a solid dermoid. They are 
very frequently associated with disturbance in 
menstrual function, very frequently twisted, 
and pain is the common accompaniment. They 
usually pit on pressure, either by pelvic or rectal 
examination, but the ones that do not pit and 
are solid are most malignant. I do not believe 
this tumor is a dermoid. Then there is the 
Krukenberg tumor and that usually has gastro- 
intestinal symptoms associated. There is no his- 
tory of any gastrointestinal symptom. There is 
one rare type of ovarian tumor I should like to 
mention, the granulosa cell type. We have seen 
one here recently. We have been on the lookout 
for them and it is the only one I have run across. 
It is consistent with this picture. Usually the 
diagnosis is made on the symptom of either a 
persistence of the rhythmic bleeding or recur- 
rence of rhythmic bleeding past the menopause, 
and when we find such a story in association 
with hyperplasia on curettage we feel perfectly 
definite that we are dealing with a granulosa 
cell carcinoma of the ovary. They are benign 
but may become malignant. They are usually 
hard and solid. This recent case was sixty-seven 
years old but curiously enough all the cases we 
have had in this hospital have been of people 
in the active menstrual age. The ones at the 
Free Hospital have all been past the menopause 
rather than during the period of active men- 
strual life. 

Coming down to the question of diagnosis, 
our only certain fact is a hard unilateral tumor 
which is associated with excessive bleeding. I 
do not know the distinction between the uterus 
and the mass. I believe it is probably a benign 
neoplastic lesion. I cannot attempt to make the 
pathologie diagnosis and about the only things 
I ean seriously consider are either a solid tumor 
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of the ovary or possibly a pedunculated fibroid.| the ovum is necessary for continued activity ficl 
I would be delighted if it were granulosa cell}of the granulosa cell. Microscopically the Th 
tumor simply because we have been looking so| tumors grow in follicular, tubular, sarcomatous pul 
long for one. form or in a pattern form, called after moiré lig 
silk. Some resemble cellular fibromata. These ca 
CuintcaL Discussion probably arise from primitive theea producing tic 
' : cells. A recent case operated upon by Dr. sql 
operated on this patient. Will you tell us about| Pamons that Dr. Mallory has been studying is |p 
your findings? possibly of that type. The patient was sixty- Jitt 
seven and had recurrent bleeding upon which we 
radium had no effect. She was operated on and the 
ber any of the details I will have to refer you|® mamorof the ovary of the cellular fibroma in 
to my description made at that time. t lar 
solid tumor of the left ovary the size of sta 
a baseball. The right ovary showed no evidence a = tumor but have never been for- > 
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of the pelvis was normal. The left ovarian tu-| 2° wise 
tion. The eut surface was suggestive of ma- 
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excessive bleeding. A normal appendix was re- 
moved.”’ 
Dr. Mauuory: At the time it was removed, : 4 
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carcinoma of the ovary. Three years ago when PRESENTATION oF CASE 
Dr. Meigs was reviewing all the gynecological wi 
pathology that we have had for the past twenty| A seventy year old Irish nightwatchman en- ™ 
years he was able to separate out this tumor | tered for the fourth time in 1934. His three pre- 
very easily as a typical granulosa cell carcinoma. | vious admissions were in 1900, 1920 and 1928 ” 
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PREOPERATIVE DIAGNOSES sion. Two of these previous admissions were 
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Fibroid of the uterus. One year before entry the patient noted pain- - 
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? Granulosa cell carcinoma. on exertion. Expiration was more difficult > 
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the tumors of the ovary at the Massachusetts] petite. Four days before entry his dyspnea n 
General Hospital that we had seven granulosa} became so marked that it prevented him from e] 
cell tumors; all of them were under the age| walking. He remained at home and spent most t 
of the menopause. These tumors are all quite|of his time in bed. A physician called his con- t! 
characteristic looking, usually solid and firm;]| dition asthma and gave him capsules to take t] 
but sometimes with cystic areas. They are almost}every hour. He also prescribed a liquid which e 
always accompanied by abnormal uterine bleed-| helped the cough. No cyanosis had been noted. a 
ing, either profuse before the menopause or re-|On the day of admission he experienced slight f 
current after the menopause. They probably|pain in the left side of his chest. There was s 
arise from primitive sex cells which are left|no history of asthma before his present illness. e 
behind in the hilum of the ovary. Some be-| His family and marital histories are non-con- s 
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graafian follicle. Robert Myer does not be-| He had been a heavy drinker of alcohol. He t 
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the menopause the granulosa cells disintegrate| Physical examination showed a short, obese c 
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feulty and with audible asthmatic wheezes. 
The face, hands and feet were cyanotic. The 
pupils were small, equal and did not react to 
light. The breath was fetid. The tongue was 
eoaied. The chest was barrel shaped with prac- 
tically no thoracic movement. There were many 
squeaks and groans throughout the lungs, es- 
pecially during expiration. There was very 
little inspiratory moisture. The diaphragms 
were low in position. The heart was enlarged, 
the left border of dullness being 11.5 centimeters 
in the midsternal line. The rhythm was regu- 
lar; the sounds were of fair quality. There 
were no murmurs or thrills. The blood pressure 
was 180/105 with some alternation of pulse. 
The abdomen was pendulous. The lower legs 
were very blue and showed many dilated veins 
and sears of previous operations. There was 
some edema of the legs and considerable dry 
flaky eczema. 

The temperature was 98°, the pulse 78. The 
respirations were 20. 

The urine was negative. The red blood cell 
count was 5,100,000, with a hemoglobin of 75 
per cent. The white cell count was 10,200. with 
74 per cent polymorphonuclears, 18 per cent 
lymphoeytes, 5 per cent large mononuciears and 
3 per cent eosinophils. A Hinton test was 
negative. The nonprotein nitrogen of the blood 
was 38 milligrams. 

While in the Emergency Ward he was vene- 
sected of 500 eubie centimeters. He was put 
on digitalis. Another venesection was per- 
formed on the day following admission with 
only slight relief. He was given ten grains 
of caffein sodium benzoate and ten minims of 
adrenalin subeutaneously. The cyanosis was 
greatly improved. Relief, however, was only 
temporary. His condition became worse, his 
respirations became more and more difficult 
and he died on the fourth day. 


DIFFERENTIAL DIAGNOSIS 


Dr. F. Dennette ApAms: The differential 
diagnosis in this case is not easy. The his- 
tory, which in the main is consistent with acute 
or chronic bronchopulmonary disease or with 
myocardial disease, provides few important 
clues which might aid in swinging the balance 
toward one or the other. If he actually had a 
true cold at the onset—-and the statement to 
this effect can justifiably be discounted, espe- 
cially in June, because so many individuals call 
almost any respiratory symptom a cold; if care- 
fully taken past history revealed cough, profuse 
sputum and gradually increasing dyspnea on 
exertion over a period of years, we would have 
some definite evidence in favor of chronic bron- 
chitis and emphysema, with possibly bronchiec- 
tasis; but with no such facts at hand one can- 
not exclude cardiac failure, with so-called car- 
diae asthma. Is there any history of previous 
cough and sputum through the years? 


Dr. Tracy B. Mauuory: No. The patient 
was very sick and it was difficult to get an ex- 
tensive history but it is emphatically said that 
he had no chronic cough. The onset of his 
illness, which he referred to as a cold was 
described as consisting of headache at first, a 
feeling of being ‘‘choked up in his chest’’, a 
sudden onset of cough at that time and no 
nasal symptoms at all. 

Dr. Apams: No conclusions can be drawn 
from the statement concerning pain in the left 
chest. Without a more complete description, 
which the patient was doubtless too sick to give, 
it is impossible to differentiate several condi- 
tions; among them angina, a torn pleural adhe- 
sion, or a ligamentous strain brought on by 
spasmodie cough. Edema of the legs in a pa- 
tient with varicose veins is of no value as evi- 
dence of cardiac failure. 

The physical examination, on the whole, 
seems to provide more factors in favor of a 
pulmonary than a cardiae condition. The de- 
scription of his general condition, the type of 
respiration and of the breath sounds are char- 
acteristic of an asthmatic attack; but this was 
more severe and prolonged than one generally 
sees in cardiae asthma. On the other hand, be- 
cause of the undoubted inflated condition of the 
lungs the heart might be larger than the meas- 
urements indicated; the alternating pulse sug- 
gests a cardiac factor; and the present blood 
pressure reading is not necessarily a true index, 
for it might once have been higher, in which 
ease the present figure would indicate weaken- 
ing of the myocardium. With cardiac failure, 
although a pulse of 78 is not impossible, one 
would expect it to be higher, and congestion 
at the bases should be indicated by moist rales 
over those areas. Absence of murmurs in the 
heart is surprising. In a man with arterio- 
sclerosis and hypertrophy one would expect sys- 
tolic murmurs at the base and at the apex, but 
these could readily be overlooked because of 
the noisy respiration. Their demonstration, 
however, would add no important evidence. The 
temperature of 98° is of no significance unless 
taken by rectum in a patient with severe 
dyspnea. If this observation is correct we have 
an important bit of evidence against acute pul- 
monary infection. 

Dr. MaLttory: When they began to take ree- 
tal temperatures, they ranged from 100° to 101°. 

Dr. ApAms: Then we have not excluded pul- 
monary infection. 

The pupillary findings are unimportant; the 
patient probably had had morphine. 

One can assume, I suppose, in accepting the 
report of a negative urine that there was no fixa- 
tion of gravity—an important point if chronic 
nephritis with cardiac failure is to be excluded. 

Dr. Mautory: Two urine specimens were 
taken. The specific gravities were 1.014 and 
1.020. 
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Dr. ApAMs: Certainly no fixation. 


The treatment given the patient in the Emer- 
gency Ward would seem to indicate that his 
symptoms were first thought to be due to cardiac 
failure. Later, however, adrenalin was tried, 
and its administration was apparently attended 
with more relief than that afforded by the pre- 
vious measures. 


Dr. Matuory: Adrenalin was given on many 
occasions, apparently with slight transient relief 
each time. 


Dr. Apams: Benefit from this drug, of course, 
is most often obtained in the true asthma eases, 
but it can be helpful in the cardiae asthmas. 
Failure of venesection to afford relief is, gener- 
ally speaking, not consistent with a diagnosis 
of cardiae asthma. 


The differential, as indicated above, lies be- 
tween bronchopulmonary or cardiovascular dis- 
ease. Is this true bronchial asthma, cardiac 
asthma or an asthmatic attack based on acute 
exacerbation of a chronic bronchitis? The 
weight of evidence, it seems to me, is in favor of 
the latter. There are no clear-cut symptoms or 
signs of cardiac failure. Bronchial asthma com- 
ing on for the first time, and so severely, at the 
age of seventy is most unlikely. On the other 
hand, with fever, slight leukocytosis, some evi- 
dence of infection, it is not unreasonable to as- 
sume that with the history of frequent winter 
colds we are dealing with a ease of acute infec- 


tion superimposed on old chronic bronchitis, 
with probably emphysema and bronchiectasis. 


A Pnysician: Is it not a rather short history 
for pulmonary disease? 


Dr. ApAMs: A rather inadequate history was 


obtained. The patient is a seventy year old man 
who admits frequent colds and who could well 
have had bronchitis for years, although Dr. Mal- 
lory’s statement that he had not had chronic 
cough is decidedly against this. 

A Puysictan: Would you not expect more 
urinary findings with congestive heart failure? 


Dr. Apams: Yes. One would, of course, ex- 
pect some albumin and a few casts based on 
congestion. 


A PHYSICIAN : 
cardiac asthmas? 

Dr. ApAms: It occasionally is helpful, but 
we get farther with morphia and venesection. 
Dr. White states that cardiac asthma is based 
on left ventricular failure with backing up of 
blood in the pulmonary system, consequent in- 
creased pressure in this circuit and reflex bron- 
chial spasm producing asthmatic breathing. 
The classic signs of such failure are pulmonary 
congestion with or without cardiac asthma, gal- 
lop rhythm with or without alternation, and a 
relative increase in second pulmonary sound. 


Is adrenalin of any benefit in 


— 


CLINICAL DIAGNOSES 


Hypertensive heart disease. 
Cardiae failure. 
? Pulmonary emphysema. 


Dr. F. DENNETTE ADAMS’ DIAGNOSES 


Chronic bronchitis and emphysema with prob. 
able bronchiectasis. 

Acute terminal bronchitis with probable low. 
grade bronchopneumonia. 

Arteriosclerosis. 

Hypertrophy of the heart. 

Arteriosclerotie and hypertensive heart dis. 
ease. 


ANATOMIC DIAGNOSES 


Bronchial asthma. 

Cardiac hypertrophy, hypertensive type. 

Arteriosclerosis, aortic, coronary and aortic 
valve. 

Pleuritis, chronic. 

Obesity. 


PatTHoLocic Discussion 


Dr. MAuuory: The most interesting part of 
the differential diagnosis in this case is the 
question of cardiac asthma or bronchial asthma. 
When the patient first came into the hospital 
the men in the Emergency Ward were convinced 
it was cardiae asthma. They venesected him 
twice and then gave him adrenalin repeatedly. 
The venesection gave no relief, the adrenalin 
very little. 

At autopsy the lungs were ballooned up over 
the heart. They did not collapse on removal and 
weighed no more than normal lungs. The al- 
veoli were absolutely dry and every bronchus 
was filled with pus and mucus. Of course the 
patient did have hypertensive heart disease as 
well. The heart weighed over six hundred 
grams. The coronaries showed only scattered 
atheromatous plaques without narrowing. The 
aortic valve showed some ealcification of the 
cusps but no significant stenosis. There was 
absolutely no autopsy evidence of heart failure. 
The heart was not dilated, the lungs were nei- 
ther congested nor edematous. I personally can- 
not conceive of left ventricular failure with pale 
dry lungs. The question arises as to how often 
we get bronchial asthmas superimposed on ear- 
diac disease. At least this seems to be true of 
the cases which die in the attack and conse- 
quently reach the pathologist. The clinical and 
physiologic evidence of Weiss and others that 
typical cardiac asthma consists of sudden left 
ventricular failure and consequent paroxysmal 
pulmonary congestion and edema is to my mind 
incontrovertible, and an occasional case dying in 
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the paroxysm gives morphologic support to the 
theory. Usually, however, death is delayed until 
the patient has recovered from the attack. When 
a cardiae patient actually dies with paroxysmal 
dyspnea, as this one did, my experience is that 
usually the anatomie findings will be character- 
istic of bronchial asthma, not of cardiac asthma. 

One is not justified in assuming that every 
asthmatic attack in a cardiac patient is ‘‘eardiac 
asthma.’’ I am also firmly convinced that bron- 
chial asthma can never be safely ruled out on 
the score of age. 


A Puysician: Was there no bronchopneu- 


monia? 

Dr. Matuory: Not a trace. 

Dr. Apams: Was there no bronchiectasis? 

Dr. Mautory: No. 

A Puysictian: Was there any emphysema? 

Dr. Mauuory: No, none at all. All the al- 
veoli were distended but not beyond the phys- 
iologie limit of full inspiration. 

A Puysictan: What about the barrel chest? 

Dr. Matuory: Anyone in the midst of an 
asthmatic attack has a barrel shaped chest. 
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HYPERTENSION AND PITUITARY 
BASOPHILISM 


One of the striking characteristics of the syn- 
drome of pituitary basophilism, recently de- 
seribed by Harvey Cushing, is vascular hyper- 
tension. In his earlier description of the con- 
dition he suggested that inasmuch as hyperten- 
sion is such a constant feature of the syn- 
drome, the reverse might be true. In other 
words, do patients with hypertension present 
other clinical evidence of basophilism? As no 
satisfactory explanation of the underlying basis 
of hypertensive states is evident, any fresh ap- 
proach to this problem is distinctly welcome. 

Recently Dr. Leona Baumgartner made an 
investigation of thirteen patients with severe 
hypertension for signs of pituitary dysfune- 
tion.* She reports that many of her patients, 
most of them young individuals with a minimum 
amount of arteriosclerosis or renal involvement, 


Pituitary Basophilism and Hyperten- 
7:327-364, 


*Baumegartner, Leona. 
sion. ‘The Yale Journal of Biology and Medicine. 
March, 19365. 
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showed some of the characteristic features 0° the 
Cushing syndrome. ‘Ten, for instance, were def. 
nitely obese and four showed typical concentra. 
tion of adiposity in the face, neck and trunk; five 
more gave a history of sudden inereases jn 
weight comparable with those found in Cush. 
ing’s descriptions. All the patients were more 
or less plethoric, but none of the characteristie 
purplish striae were seen. Eight of the thirteen 
had erythrocyte counts over 5,000,000 and three 
of the eight women examined had polytrichosis, 
On the other hand, striking sexual dystrophies, 
evidence of osteoporosis, and increased intra- 
cranial pressure were absent. More important, 
however, were the pathological findings in the 
pituitary body when examined carefully by 
serial section. In two cases a small basophilic 
adenoma was found in the anterior lobe, asso- 
ciated with infiltrations of the posterior lobe 
with basophilic cells in one case and a normal 
posterior lobe in the other. 


Although the series of cases examined was 
small and a careful examination of the pituitary 
body was not made in all the fatal cases, this 
report is highly suggestive of some relationship 
between the basophilic cells of the pituitary 
and hypertensive states. The theory of a 
pituitary factor in hypertension is, therefore, 
of sufficient interest to warrant further inves- 
tigation. 


NEW YORK’S NEW METHODS IN THE 
CONTROL OF DIPHTHERIA AND 
DIABETES 


THE New York City Department of Health 
has adopted a new procedure in the administra- 
tive control of diphtheria, in order that every 
effort may be made not to impose unnecessary 
hardships on harmless carriers of non-virulent 
bacilli. To meet this situation, the Department 
has changed its procedure and has introduced 
the term ‘‘presumptive diphtheria carrier’’ to 
define a person who 


(1) harbors diphtheria-like bacilli but gives 
no history of a recent sore throat or nasal dis- 
charge, or who 

(2) harbors 


‘diphtheria-like bacilli but has 
not been in contact with a recent case of diph- 
theria. 


These presumptive carriers are listed and 
visited, but are not quarantined; they are, how- 
ever, excluded from school and from leaving 
the city until a virulence test has been reported. 
On the basis of this test the presumptive car- 
rier is then classified either as a diphtheria car- 
rier or as ‘‘no case,’’ in which event his name 
is dropped from the files. Under this procedure 
a ‘‘diphtheria carrier’’ is one who has not had 
a recent sore throat or nasal discharge, but who 
harbors virulent Klebs-Loeffler bacilli, or is a 
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contact to a recent ease of diphtheria who has 
a positive culture. Such carriers are visited, 
jsolated and the premises quarantined. 

While the new procedure throws more ,work 
on the laboratory of the health department, it 
is expected to result in reducing the annoyance 
caused by the persistence of non-virulent diph- 
theria-like bacilli in nose and throat cultures. 

The same quarterly bulletin of the Depart- 
ment of Health announces the organization of a 
special group to deal with diabetes as recom- 
mended by a special committee of the Academy 
of Medicine and made possible by the generosity 
of Mr. Lucius N. Littauer. 

The tentative objectives of this organization 
are: 

To act as a clearing house for the study of 
diabetes as a health problem, and to devise 
measures for the control of this disease. 

To assist in the formation of a committee of 
clinies dealing with diabetes. 

To stimulate more effective codperation be- 
tween clinics and hospitals in the treatment of 
diabetes. 

To develop more extensive and more contin- 
uous graduate courses of instruction for phy- 
sicians. 

To earry on health education of the public 
in all matters pertaining to diabetes. 

To assist in the preparation of exhibit ma- 
terial which can be used in the instruction of 
diabetics attending clinics. 

To attempt a solution of the problem of pro- 
viding insulin to the indigent. 

To study the needs of the various parts of 
the city to the end that adequate facilities for 
diagnosis and treatment may be generally avail- 
able. 

To extend our knowledge of diabetes by the 
interchange of views at suitable meetings. 

To train groups of nurses, as is so usefully 
done by Joslin, in the special nursing of dia- 
beties. 

Diabetes might ordinarily be defined as a 
private health rather than a public health prob- 
lem, but this new venture may be interpreted as 
a sign of changing times. 


Che Massachusetts Medical Soriety 


SECTION OF RADIOLOGY AND 
PHYSIOTHERAPY 


THE program of the Section of Radiology and 
Physiotherapy, this year, is one of exceptional 
interest not only to those specializing in these 
fields, but to the general practitioner as well. 

Dr. Edward C. Vogt has been able, as a result 
of studious observation, to procure x-ray films 
of very early phases of congenital hip-joint dis- 
ease in children brought to the Infants’ and 
Children’s Hospitals in Boston frequently for 
some entirely different ailment. Earlier recog- 


earlier treatment with greatly improved end re- 
sults. This is another long step forward, in 
medicine, for which the x-ray is our benefactor. 
Improved apparatus and technique have made 
possible new advances in radiography. Dr. John 
R. Carty, of Cornell Clinic, New York City, 
brings to us first-hand information of his most 
interesting and valuable work with soft tissue 
tumors, infections, trauma of muscles and ten- 
dons, and the vascular system in health and dis- 
ease. Future possibilities, as well as present 
attainments, should make such a paper of un- 
usual interest to physicians in general. 

In the field of Physical Therapy, new types of 
apparatus are continually appearing, many of 
which have little to commend their existence. 
Rarely is a piece of apparatus qualified to make 
its debut. The testing is too often left to the 
purchaser. One of these new and thoroughly 
advertised apparatus is the ‘‘short-wave’’ or 
‘‘radiotherm’’. For years, that type of high- 
frequency current known as ‘‘diathermy’’ has 
been a real help in the treatment of a few 
definite conditions. The wavelength of its eur- 
rent is approximately 300 meters. Now, physi- 
cians in nearly every field of work are urged to 
purchase a ‘‘short-wave diatherm’’ or ‘‘radio- 
therm’’ with wavelengths varying from 3 to 30 
meters. Because of the limited clinical knowl- 
edge of this ‘‘short-wave’’ current, and a desire 
to acquaint the physicians generally with what 
is known of it for good or ill, an important part 
of the program is to be devoted to this form of 
treatment. Professor Chaffee, of Harvard, will 
present the physicists’ viewpoint of this type of 
current, with his profound knowledge of its fun- 
damental possibilities. Dr. William Bierman 
brings the results of his own diligent work and 
that of other highly reputable fellow clinicians. 

The following is an outline of the program : 

‘Infantile Phases of Congenital Hips.’’ Ed- 
ward C. Vogt, M.D., Boston. 

“‘The Physies of the High-Frequeney Cur- 
rents as Used in Medicine—Diatherm, Radio- 
therm, and Electrie Knife.’’ Professor E. Leon 
Chaffee, Harvard University. 


‘‘Rever and Short-Wave Radiations.’’ Wil- 
liam Bierman, M.D., New York. 
‘*Diagnostie Possibilities of Soft Tissue 


Radiography.’’ John R. Carty, M.D., New York. 


UNDULANT FEVER 


In addition to the cases of undulant fever re- 
ported in the issue of May 2 by Doctors Sidel 
and Segal, a personal letter from Doctor Sidel 
reports another case in the person of a surgeon 
who, while on a speaking tour in Florida, drank 
unpasteurized milk and is now ill with the dis- 
ease. 

The points made in the paper that this infec- 
tion is much more prevalent than is generally 
recognized, should impress practitioners with 


nition of this disabling condition makes possible 


the importance of a correct diagnosis in all cases 
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of continued fever which do not fit into the 
semioiogy of more easily recognized illnesses. 

There seems to be an impression that undulant 
fever is especially a tropical disease, but a con- 
siderable number of cases have been reported 
in the temperate regions from time to time. 
The arguments against the drinking of unpas- 
teurized milk are growing stronger with the 
addition of another serious disease to the list of 
those due to untreated milk. 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors: 


Laney, Frank H. M.D. Harvard University 
Medical School 1904. F.A.C.S. Director of 
Surgery, The Lahey Clinic, Boston. Surgeon- 
in-Chief, New England Baptist Hospital. Sur- 
geon, New England Deaconess Hospital. Ad- 
dress: 605 Commonwealth Avenue, Boston, 
Mass. Associated with him are 

Swinton, Nem W. M.D. University of Michi- 
gan Medical School 1929. Surgical Fellow, La- 
hey Clinic. Address: 605 Commonwealth Ave- 
nue, Boston, Mass. And 

PEELEN, MatrHew. A.B., M.D. Rush Medical 
College 1931. Formerly interne at the Harper 
Hospital and Children’s Hospital, Detroit, Mich. 
Fellow in Surgery, Lahey Clinic, Boston, Mass. 
Address: 605 Commonwealth Avenue, Boston, 
Mass. Their subject is ‘‘Cancer of the Stom- 
ach.’’ Page 863. 


Matz, Pump B. M.D. Long Island College 
of Medicine 1908. Chief, Research Subdivision, 
Medical and Hospital Service, Veterans’ Admin- 
istration, Washington, D. C. His subject is ‘‘A 
Study of Heart Disease Among Veterans. I. 
Clinical Classification of Five Hundred Cases.’’ 
Page 868. Address: Arlington Building, Wash- 
ington, D. C. 


Sears, Joun B. A.B., M.D. Harvard Univer- 
sity Medical School 1927. Assistant in Surgery, 
Massachusetts General Hospital and Beth Israel 
Hospital. Assistant in Surgery, Harvard Medi- 
eal School and Tufts College Medical School. 
Surgeon to the Peripheral Vascular Clinic at 
Beth Israel Hospital. His subject is ‘‘ Embolism 
from Saphenous Thrombophlebitis and _ its 
Prophylaxis.’’ Page 874. Address: 475 Com- 
monwealth Avenue, Boston, Mass. 


FuLuerton, Wautrer W. M.D. College of 
Physicians and Surgeons of Baltimore 1895. 
City Physician, Brockton, Mass. 1900-1902 ine. ; 
Associate Medical Examiner 1919-1926, Medi- 
cal Examiner 1926-1933, First Plymouth Dis- 
trict, Massachusetts. Now, School Inspector, 
Brockton, Mass. His subject is ‘‘Skeleton of an 
Unknown Person.’’ Page 876. Address: 106 
Main Street, Brockton, Mass. 


CueEEverR, Austin W. A.B., M.D. Harvard 
University Medical School, 1914. Assistant 
Physician to Syphilis Out-Patient Department, 
Massachusetts General Hospital. Consulting 
Dermatologist, Massachusetts Eye and Ear In- 
firmary. Assistant in Dermatology and Syph- 
ilis, Harvard Medical School. His subject is 
‘*Progress in the Diagnosis and Treatment of 
Syphilis, 1934.’’ Page 882. Address: 41 Bay 


State Road, Boston, Mass. 


Che Massachusetts Medical Society 


CORRECTION IN SOCIAL CALENDAR 


The Social Calendar which was included with 
the advance program of the Annual Meeting of 
the Massachusetts Medical Society contained an 
error. 


The lunch at Concord Country Club was listed 
with Tuesday events. This lunch is scheduled 
for Wednesday at 12:30 as part of the Concord 
trip (Event No. 4). 

Mrs. Wiuu1AM H. Rosey, 
Chairman of the Committee in Charge. 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 


Tuomas Atmy, M.D., Cc. J. KickHAMm, M.D., 
Chairman, Secretary, 
140 Rock Street, 524 Commonwealth Avenue, 
Fall River, Mass. Boston, Mass. 


ETIoLoGy AND TREATMENT OF PosTPARTUM 
PHLEBITIS 


Due to the considerable work that has been 
done in recent years on the cause of thrombosis 
and phlebitis, medical opinion is leaning more 
definitely toward the belief that infection of the 
wall of the vein is the prime factor in the etiology 
of puerperal thrombosis and phlebitis. How- 
ever there is a large class of cases in which the 
source of the infection cannot be demonstrated 
and in many of these, the phlebitis appears to 
be a result of stasis of the blood stream, e. g., 
from pressure at the time of delivery; and the 
term ‘‘traumatie phlebitis’’ is also found in the 
literature. 

When an infectious etiology can be demon- 
strated, the type of invading organism is prac- 
tically unlimited. The list includes all the varie- 
ties of Staphylococcus and Streptococcus, hemo- 
lytic and non-hemolytic, aerobic and anaerobic 
and runs down through numerous other cocci 
and bacilli both unidentified and identified. 

Perhaps it might be well to state at this point, 
that in this paper, we are not including pelvic 
thrombophlebitis. This, of course, is a definite 

*A series of short selected articles by members of the Sec- 
tion will be published weekly. 


Comments and questions by subscribers are solicited and will 
be discussed by members of the Section. 
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and important form of postpartum phlebitis; 
but it is so closely linked with puerperal sepsis 
that we felt a discussion of that condition would 
be unwarranted by the title of this paper and 
would lead us into a labyrinth of fact, fiction 
and faney. 


There is, however, a definite form of phlebitis 
which starts as a pelvic thrombophlebitis and 
does not remain localized but extends directly 
to the femoral vein via the external iliac. In 
this ease the thrombosed vein may be felt as a 
firm, tender cord in Scarpa’s triangle. The 
lymphatic system is nearly always involved to 
a greater or less extent in this inflammation. 
This plays an important part in the production 
of the swelling and edema which may appear in 
the groin and gradually extend downward or 
begin at the ankle and proceed upward. If the 
lymphatie involvement occupies the centre of the 
picture we have a typical ‘‘phlegmasia alba 
dolens puerperium’’ or ‘‘milk leg’’. 

There is another type of phlebitis in which the 
swelling and inflammation take place in an old 
varicosity and seem to have no connection with 
Searpa’s triangle or the pelvie veins. Such a 
case was formerly regarded as one of so-called 
‘‘simple thrombosis’’ resulting from stasis of 
the blood stream from inaction, or pressure 
changes in the veins following delivery and pro- 
longed stay in bed, or increased coagulability 
of the blood. Certainly it cannot be denied by 
the proponents of the ‘‘infectious’’ theory that 
in most of these cases the source of infection 
would be difficult, if not impossible, to demon- 
strate. 


Treatment: 


1. MePheeters recommends the injection of 
varicose veins if the patient comes in to 
you before the sixth month of pregnancy. 
Proper precautions should be taken to 
guard against the possibility of infection 
or trauma during labor, delivery or the 
puerperium. 

Early activity for the postpartum patient 
is advocated by many. 

In the presence of the condition itself, 
‘‘Rest, Ice and Elevation’’ is a classical 
phrase that has been handed down for 
many years from teacher to student. It 
is a conservative, ofttimes lengthy, expen- 
sive but effective treatment. It does not, 
however, remove the danger of that serious 
complication, embolism. 

Of recent years, in eases of phlebitis ap- 
parently limited to a small portion of the 
saphenous vein or of a varicose vein, con- 
siderable success has been attained by the 
use of sclerosing injections or by ligation 
proximal to the site of the phlebitis. The 
rationale of this treatment lies in the at- 


tempt to limit extension of the process 
by closing the lumen of the vein proximal 
to the phlebitis. 

In foreign journals, we encounter refer- 
ences to the use of infra-roentgen rays 
in the treatment of varicophlebitis and to 
a solution of sodium citrate and arsphena- 
mine. Recently two American workers 
have demonstrated that peroral calcium 
therapy accelerates the rate of disappear- 
ance of acute thrombophlebitic edema but 
we have personally had no experience with 
these types of treatment. 


SECOND ANNUAL POSTGRADUATE MEDICAL 
EXTENSION COURSE 


The following sessions have been arranged by the 
Committee for the week beginning May 12: 


Bristol South (New Bedford Section) 

Friday, May 17, at 4:00 P.M., at the St. Luke’s 
Hospital, New Bedford. Subject: Obstetrics 
and Gynecology (Second Session). Harold 
E. Perry, M.D., Chairman. 


Hampshire 
Wednesday, May 15, at 4:15 P.M., in the Nurses’ 
Home of the Cooley Dickinson Hospital, 
Northampton. Subject: Cardiovascular Dis- 
ease (Second Session). Robert B. Brigham, 
M.D., Chairman. 


Norfolk (Norwood Section) 
Friday, May 17, at 8:30 P.M., at the Norwood 
Hospital, Norwood. Subject: Cardiovascu- 
lar Disease (Second Session). Hugo B. C. 
Riemer, M.D., Chairman. 


Worcester (Milford Section) 

Thursday, May 16, at 8:00 P.M., at the Milford 
Hospital, Milford. Subject: Cardiovascular 
Disease (First Session). Joseph I. Ashkins, 
M.D., Sub-Chairman. 


Worcester (Worcester Section) 

Wednesday, May 15, at 7:30 P.M., in the Nurses’ 
Home of the Worcester City Hospital, Wor- 
cester. Subject: Cardiovascular Disease 
(Third Session). Erwin C. Miller, M.D., 
Chairman. 


MASSACHUSETTS LEGISLATIVE 
NOTE 


House Bill 756 

The report of the Committee on Education of the 
Massachusetts Legislature, on House Bill 756, has 
been filed in the Senate, “leave to withdraw”, and 
concurrence followed in the House. 

This is the bill as defined in the petition of the 
Massachusetts Medical Society “for legislation rela- 
tive to the qualifications of applicants for regis- 
tration as physicians”. 

An effort was made to have a committee of the 
legislature appointed to investigate the conditions 
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relating to this subject. The Committee on Educa- 
tion did not respond favorably to this request of 
the petitioners. 

The Committee on Legislation of the Massachu- 
setts Medical Society, however, succeeded in having 
a substitute bill passed in the House before the 
final action, providing for an investigation of the 
whole subject under House 2054, the text of which 
is as follows: “Resolved, That an unpaid special 
commission to consist of one member of the Senate 
to be designated by the president thereof, three 
members of the House of Representatives to be des- 
ignated by the speaker thereof, the Commissioner 
of Education, the Commissioner of Public Health, 
the Chairman of the Board of Registration in Medi- 
cine, the Dean of the Harvard Medical School or 
any person designated by him, the Dean of the Tufts 
Medical School, or any person designated by 
him, the Dean of the Boston University Medical 
School or any person designated by him, the Dean of 
Middlesex College or any person designated by him, 
the Dean of College of Physicians and Surgeons or 
any person designated by him, the Dean of the 
Massachusetts College of Osteopathy or any person 
designated by him, and two persons to be appointed 
by the Governor, is hereby established to study the 
question of medical educational conditions in the 
commonwealth, including the subject matter of the 
current House Document No. 756. 

“Said commission, in the course of its study, shall 
consider the effect of medical education in the com- 
monwealth upon the health and lives of the citizens. 

“Said commission shall be provided with quarters 
in the State House or elsewhere, and for the pur- 
pose of this resolve may expend such sums not ex- 
ceeding in the aggregate, fifteen hundred dollars, as 
may hereafter be appropriated. 

“Said commission shall report to the General 
Court the results of its study, together with its rec- 
ommendations and drafts of legislation necessary to 
carry the same into effect, by filing the same with 
the clerk of the House of Representatives no later 
than the first Wednesday of December in the cur- 
rent year.” 

This will have to go through the usual procedure 
of reference to a committee and the Senate. 

The situation now provides opportunities for fur- 
ther activities designed to show the Representatives 
the importance and advisability of approval of the 
wishes of the Massachusetts Medical Society. 


MISCELLANY 


DR. HOFFMAN RETIRES 


Dr: Frederick L. Hoffman, consulting statistician 
of the Prudential Life Insurance Company, has re- 
signed after forty-two years with this organization. 
The investigations by Dr. Hoffman have covered the 
larger causes of death of human beings and. his sta- 
tistics have been informative and especially useful. 
His ability to present facts in a convincing way has 
added to the influence of his publications. 


DIPHTHERIA DRIVE IN BOSTON 


Recommendation for immunization against dip). 
theria was presented May 1, to more than one thiou- 
sand mothers in the eight city health centres by 
doctors under the Boston Health Department, 

These meetings were arranged by Dr. Charles F. 
Wilinsky, deputy health commissioner. One of the 
addresses was in Italian in a section where there 
are many families of that nationality. 

This is a continuation of the crusade started in 
Boston in 1922. 


A RESOLUTION RESPECTING MEDICAL 
SERVICE 


ANNOUNCEMENT 


The Committee on Interstate Codperation of the 
National University Extension Association has an- 
nounced the national debate proposition for next 
year. It is as follows: 


Resolved: That the Several States Should 
Enact Legislation Providing for a System of 
Complete Medical Service Available to Al! 
Citizens at Public Expense. 


The choosing of the proposition by the national 
committee means that it will be debated by more 
than 100,000 students in the high schools, colleges, 
and universities throughout the nation. The debates 
will be heard by large and small audiences, in audi- 
toriums and over the radio. Past experience has 
demonstrated that public interest generally will be 
stimulated. 

In order to provide students with adequate materi- 
als for the study of the proposition, the Committee 
is devoting the eighth annual Debate Handbook to 
the field of medical economics. The editor of the 
volume is Mr. Bower Aly, of the Department of 
English, the University of Missouri. It is the func- 
tion of the editor to secure contributions and to se- 
lect reprint material which will reflect current medi- 
cal and lay opinion. It should be noted that the con- 
ventions of debate do not limit the discussion to the 
actual statement, since the negative may offer coun- 
ter-plans, such as compulsory health insurance, 
group practice, or annual fee payment. 

Persons or organizations interested are invited to 
write immediately to the editor, or to send him cop- 
ies of published articles which may be thought suit- 
able for reprint or listing in the bibliography. Ad- 
dress Mr. Bower Aly, Room 216 Jesse Hall, the Uni- 
versity of Missouri, Columbia, Missouri. 

A list of institutions coéperating with the Com- 
mittee on Interstate Codperation during the past 
year: 

The University of Alabama, the University of Ari- 
zona, the University of Arkansas, the University of 
Redlands (Calif.), the University of Colorado, Univer- 
sity of Georgia, Indiana University, the State Univer- 
sity of Iowa, the University of Kansas, University of 
Kentucky, Louisiana State University, Bates College 
(Maine), the University of Michigan, the University 
of Missouri, the University of Nebraska, the Univer- 
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sity of New Mexico, University of North Carolina, the 
University of North Dakota, Ohio State University, 
the University of Oklahoma, the University of Pitts- 
purgh (Pennsylvania), the University of Tennessee, 
West Virginia University, the University of Wiscon- 
sin, the Idaho High School Declamation and Debate 
Association, the Illinois State High School Music and 
Literary Association, the Indiana High School Debate 
League, the Minnesota State High School League, 
the Montana Debate League, the Oregon High School 
Debating League, the South Dakota High School De- 
bating League, the State Department of Education 
of Washington. 


CORRESPONDENCE 


DR. BLACKFAN ADVISES A CONSERVATIVE 
ATTITUDE 


Harvard Medical School 
Department of Pediatrics 


Children’s Hospital, 
300 Longwood Avenue, 
Boston, May 1, 1935. 


Editor, The New England Journal of Medicine, 

In an editorial appearing in this Journal, April 
25, 1935, entitled “A New Form of Treatment of 
Meningococcus Meningitis,” a brief statement is 
made calling attention to the recent claims of Ferry* 
concerning the production of meningococcus anti- 
toxin. This is followed by a paragraph which reads 
as follows: “The new antitoxin has been used clini- 
cally at the Cook County Hospital, Chicago. Dr. 
A. L. Hoyne’? is now able to report on its use in 
eighty-five of two hundred and ninety-six cases taken 
for observation. By the use of this meningococcus 
antitoxin the death rate has been reduced approxi- 
mately fifty per cent. Thus we have added to the 
drugs available in treating this often fatal disease 
what appears to be a new and important form of 
therapy.” 

One of the functions of the Journal undoubtedly 
is to keep practicing physicians informed as to the 
important advances which are being made in the 
treatment of diseases. This is especially true in 
these days when every day witnesses the introduc- 
tion of an improved vitamin preparation, a new 
vaccine, serum or antitoxin. However the query is 
raised as to whether emphasis on “new and better 
preparations” should be given quite so unreservedly 
and uncritically as is implied by the words “the new 
antitoxin . . . appears to be a new and important 
form of therapy.” 

The results reported by Hoyne tend to show that 
the antitoxic serum is effective, yet it is interesting 
to note that in forty of the cases quoted, bacterio- 
logical diagnosis was not made. The writer is 
hesitant to accept this type of clinical report. 
Banks? has recently reported on a small group of 
cases (25) treated with Ferry’s antitoxin in Eng- 
land. There were seven deaths in the group. While 
this series is small, nevertheless Banks points out 


that the mortality rate is very little better than the 
standard mortality rate as given by Flexner for pa- 
tients treated with regular antimeningococcus serum. 

It is stated, with respect to meningococcus anti- 
toxin in the Lancet (April 13, 1935) “From the bac- 
teriologist’s point of view the position is equally un- 
certain. In the first place, it is not yet clear whether 
the filtrates of meningococcal broth cultures contain 
anything other than the products of the very rapid 
autolysis of the organism. Substances poisonous to 
guinea-pigs on subdural inoculation undoubtedly oc- 
cur in the filtrates, but they also occur in filtrates of 
other neisseriae grown under the same conditions. 
Secondly, the appearance of the poisonous sub- 
stances in the broth cultures is paralleled by the de- 
velopment of products of bacterial destruction such 
as precipitinogens. Again, protection experiments on 
animals with antitoxic sera provided by Ferry and 
with antitoxic sera made from English strains of men- 
ingococci have not yet confirmed the happy results 
obtained by the American workers.” 

The writer of this communication is in complete 
agreement with the criticism of meningococcus anti- 
toxin as presented in this editorial in the Lancet, 
particularly as a number of authoritative bacteriol- 
ogists in this country have not accepted the experi- 
mental evidence submitted by Ferry. 

It is hoped that a step in advance has been made 
in the treatment of meningococcus meningitis, but 
further clinical trial and experimental evidence are 
needed betore meningococcus antitoxin should be 
accepted as superior to the antimeningococcus serum 
in present use, which has been proved so effective 
by adequately controlled clinical experience in treat- 
ing infections due to the meningococcus. 
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KENNETH D. BLACKFAN, M.D. 


THE LIEN BILLS FOR DOCTORS 
AND HOSPITALS 


May 1, 1935. 
Editor, New England Journal of Medicine, 

I am enclosing a copy of a letter from Represen- 
tative Hays. 

In 1933, the Landesman Committee of the Norfolk 
District Medical Society called upon the different 
superintendents and directors of insurance compa- 
nies in Boston (I was alone most of the time at these 
conferences with them) and at that time almost 
everyone of them was willing to coéperate with the 
medical profession in taking care of their bills di- 
rect. It was rather unfortunate for us that we did 
not continue these conferences as I had planned, for 
I am sure we could have obtained the results or as 
close to them as possible, which we are trying to at- 
tain in the Lien law. 
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panies and he told me personally that the insurance 
companies are willing to coéperate with the medical 
profession in taking care of the bills of hospitals 
and physicians providing we do not attempt to put 
this matter into law. I, personally, am convinced 
that the insurance companies are willing to do so 
and I am certain that by doing so it means the sav- 
ing of thousands of dollars to the insurance com- 
panies annually. I believe that we will make an ar- 
rangement to have a conference with the insurance 
companies in the near future and see if we cannot 
have some definite arrangement and understanding 
made. 
Respectfully yours, 
H. M. LanpesMAN, M.D. 


Copy or Mr. Hays’ BILL 


18 Tremont Street, Boston 
April 15, 1935. 
My dear Dr. Landesman: 

Your letter of March 27, 1935, in reference to my 
speech against Senate Bill No. 52, is before me. | 
do not know what the newspapers said in reference 
to my speech, but as a general proposition I have 
rarely known them to be accurate. 

The medical profession as well as hospitals have 
my utmost sympathy. When a chiseler is injured 
he does not pay anyone and generally lawyers as 
well as physicians and hospitals suffer. However to 
give a lien to physicians and hospitals would be a 
new departure in our jurisprudence and it is doubt- 
ful in my opinion whether the precedent would be 
a good one. 

After a great many years in active practice at the 
Bar it is my conclusion that most professional men 
give a huge percentage of their time and energy and 
are not remunerated tor it, and I do not know 
whether there is any relief obtainable for them. You 
should know that, in my long legislative experience, 
my sympathy and vote have almost uniformly been 
in favor of the protection of the professions in this 
Commonwealth. 

Very truly yours, 
(Signed) Martin Hays. 


RECENT DEATHS 


ROWEN—HEnry STANISLAUS ROWEN, M.D., of 30 


Bennett Street, Brighton, died at the Cardinal 
O’Connell House, St. Elizabeth’s Hospital, Brighton, 
April 29, 1935, of pneumonia following an operation. 
He was born in Cambridge in 1868, the son of Mr. 
and Mrs. Patrick Rowen. 

His early education was acquired in the public 
schools and he graduated from the Harvard Medi- 
cal School in 1892. He served as interne at the 


Boston City Hospital and the Boston Lying-In Hos- 
pital, engaged in practice in Brighton in 1894, and 
was for many years on the Staff of St. Elizabeth’s 
Hospital. 


He served as trustee of the Boston City 


I met a representative lately of the insurance com- 


Hospital from 1916 to 1931, and Trustee of the Metro. 
politan State Hospital in Waltham since 1932. 

He joined the Massachusetts Medical Society in 
1892 and was also a Fellow of the American Medica| 
Association. He was a member of the Irish Char- 
itable Society and the Brighton Knights of Columbus. 

Dr. Rowen is survived by four sons, Henry S. 
Rowen, Paul R. Rowen, Francis J. Rowen and 
Philip D. Rowen; a daughter, Mrs. Leo Mascotte, of 
Fort Wayne, Indiana, and a sister, Sister Stanislaus 
Louis, of Springfield. 


BROWN — Epwin CoL_eEMAN Brown, M.D., of 11 
Saratoga Street, East Boston, died suddenly April 
28, 1935. He was born in East Boston in 1869 and 
graduated from the College of Physicians and Sur- 
geons of Boston in 1894. 

He formerly practiced in Brockton and later en- 
gaged in practice in East Boston. He was a mem- 
ber of the William Parkman Commandery, Knights 
Templars. 

He is survived by a daughter, Mrs. Edith Welch, 
of Weymouth, and a son, Edwin Coleman Brown, of 
East Boston. 


ROBINSON — THOMAS JOHNS ROBINSON, M.D., of 
10 Spring Street, Taunton, Massachusetts, died May 
5, 1985. He was born in Raynham in 1865, the son 
of Charles T. and Elizabeth Robinson, and was edu- 
cated in the public schools, Bristol Academy, and 
graduated from Harvard College in 1887. He re- 
ceived his M.D. degree from the Harvard Medical 
School in 1891. After serving as interne in the Bos- 
ton City Hospital and the Boston Lying-In Hospital, 
he first settled in Fall River and for the past thirty- 
five years practiced in Taunton. 

He was a past president of the Morton Hospital 
ot Taunton and also of the Doctors’ Club of Taunton. 
Dr. Robinson was formerly a member of the Taunton 
Board of Health. He joined the Massachusetts 
Medical Society in 1890 and was also a Fellow of 
the American Medical Association. He was a mem- 
ber of the Harvard Club of Boston and the Segregan- 
sett Club. 

Dr. Robinson is survived by his widow, Mrs. Eil- 
leen (Curley) Robinson. 


NOTICES 


1935 GRADUATE FORTNIGHT OF THE NEW 
YORK ACADEMY OF MEDICINE 


The Eighth Annual Graduate Fortnight of the 
New York Academy of Medicine will be held Octo- 
ber 21 to November 2 and will be devoted to a con- 
sideration of Diseases of the Respiratory Tract. 

Eighteen important hospitals of the city will pre- 
sent codrdinated afternoon clinics and clinical dem- 
onstrations. At the evening meetings prominent 
clinicians from various parts of the country who are 
recognized authorities in their special lines of work 
will discuss various aspects of the general subject. 


A comprehensive exhibit of books and of anatomi- 
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cal, bacteriological and pathological specimens and 
yesearch material will be assembled. Demonstra- 
tions will be held at regular intervals. 

Among the features to be presented at the meet- 
ings, in the clinics and in the exhibit, will be: 


The problem of asphyxia. Apparatus for resusci- 
tation. Poisonous gases. Gas masks. Allergy in its 
relation to diseases of the respiratory tract.” The 
common cold. Influenza. Sinus disease from in- 
fancy to old age. Diseases of the larynx, trachea 
and main bronchi. Whooping cough. Atelectasis 
and massive collapse with their concomitants, cyano- 
sis and dyspnea. Foreign bodies and _ tumors. 
Mycotie infections. Pleurisy. Asthma. Lobar, 
lobular and bronchopneumonia. Chronic pneumo- 
nia. Diseases of the mediastinvm. Bronchiectasis. 
Pneumokoniosis. Emphysema. Thrombosis and 
embolism. Abscess and gangrene. Pulmonary tuber- 
culosis. Medical and surgical approach to empyema. 
Surgery of the chest. Postoperative pulmonary 
complications. Clinical and laboratory diagnostic 
methods. Drugs, sera, vaccines and other forms of 
therapy. 

Speakers at the evening meetings will include 
Drs. J. Burns Amberson, George Blumer, Henry 
Chickering, Lloyd F. Craver, Alphonse R. Dochez, 
Leroy U. Gardner, Yandell Henderson, Charles J. 
Imperatori, Chevalier L. Jackson, Adrian Lambert, 
Howard Lilienthal, Harrison S. Martland, Jonathan 
C. Meakins, James Alexander Miller, Charles T. Por- 
ter, Maximilian A. Ramirez, Arnold R. Rich, David 
Riesman, Charles Hendee Smith and Harry Wessler. 

The profession generally is invited to attend. 

A complete program and registration blank may 
be obtained by addressing Dr. Frederick P. Rey- 
nolds, the New York Academy of Medicine, 2 East 
103d Street, New York City. 


— 


A MEMORIAL SERVICE FOR DR. GEORGE H. 
BIGELOW 


A Memorial Service for Dr. George Hoyt Bigelow 
will be held at four o’clock on Sunday afternoon, the 
twelfth of May, Memorial Church, Harvard Univer- 
sity, Cambridge. 


UNITED STATES CIVIL SERVICE EXAMINATION 


The United States Civil Service Commission has 
announced an open competitive examination as fol- 
lows: 


Anesthetist 


Applications for the position of anesthetist, U. S. 
Public Health Service, must be on file with the 
U. S. Civil Service Commission, Washington, D. C., 
not later than June 3, 1935. 

The entrance salary is $2,000 a year, subject to a 
deduction of 31% per cent toward a retirement an- 
nuity. A deduction of $780 a year is made from the 
salary when quarters, subsistence, and laundry are 
furnished. 


retary of the United States Civil Service Board of 
Examiners at the post office or customhouse in any 
city which has a post office of the first or the second 
class, or from the United States Civil Service Com- 
mission, Washington, D. C. 


REPORTS AND NOTICES 
OF MEETINGS 


MASSACHUSETTS SOCIETY FOR SOCIAL 
HYGIENE 


At the Annual Meeting of the Massachusetts So- 
ciety for Social Hygiene, the following-named offi- 
cers were elected: 

Dr. E. Granville Crabtree, President; Mrs. Maida 
H. Solomon, Vice-President; Miss Elizabeth Ross, 
Secretary and William Wadsworth, Treasurer. 

The directors are Sanford Bates, Mrs. Frances M. 
Carter, Mrs. Robert L. DeNormandie, Charles F. 
Glueck, Dr. Rudolph Jacoby, the Rev. Harry Levi, 
Mrs. Frank C. Scanlan, Dr. Edward S. Ward and 
Robert F. Herrick. 

Members of the executive committee are Dr. Har- 
old L. Leland, Herbert C. Parsons, Dr. George G. 
Smith, Dr. Gaylord W. Anderson, Dr. Wilson G. Smil- 
lie and Mrs. Eva W. White. 

The president reported that 544 lectures on social 
hygiene were delivered in the preceding year. 


THE WORCESTER NORTH DISTRICT MEDICAL 
SOCIETY 


The seventy-sixth annual meeting of the Worcester 
North District Medical Society was held at the Bur- 
bank Hospital, Fitchburg, Wednesday, April 24. The 
attendance was unusually large. The following offi- 
cers were elected: President, Dr. George P. Norton, 
Fitchburg; Vice-President, Dr. H. W. Ellam, Gard- 
ner; Secretary, Dr. F. M. McMurray, Fitchburg; 
Treasurer, Dr. F. H. Thompson, Jr., Fitchburg; Com- 
missioner of Trials, Dr. H. R. Nye, Leominster; 
Censors, Dr. Thomas R. Donovan, Supervisor; Dr. 
E. A. Adams, Dr. F. H. Thompson, Jr., and Dr. J. G. 
Simmons of Fitchburg, Dr. A. A. Wheeler, Leomin- 
ster; Councilors, Dr. T. R. Donovan and Dr. W. F. 
Sawyer of Fitchburg, Dr. B. H. Hopkins, Ayer; Dr. 
A. F. Lowell, Gardner and Dr. H. R. Nye, Leomin- 
ster; Councilor for Nominating Committee, Dr. H. R. 
Nye of Leominster; Alternate, Dr. W. F. Sawyer of 
Fitchburg. 

The annual oration was delivered by Dr. Howard 
M. Clute of Boston, who took for his subject “New 
Surgical Methods in Old Diseases”. His paper was 
very instructive and held the closest attention of 
the members present. 

Mayor Robert E. Greenwood, Chairman of the 
Board of Trustees of the Burbank Hospital, ad- 
dressed the meeting, as did Mr. Richard Bullock of 
the Trustees. Both stressed the need of greater 
revenue for the hospital. The report of the Treas- 
urer, Dr. F. H. Thompson, Jr., showed a balance on 


Full information may be obtained from the Sec- |hand of $244.22. 
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Memorials on the death of Dr. C. H. Jennings of 
Fitchburg and Dr. F. R. Dame of Athol were read by 
Dr. Hervey B. Pitcher of Fitchburg and Dr. F. A. 
Reynolds of Athol, respectively. 

A steak dinner was served by the Burbank Hos- 
pital authorities. 

Francis M. McMurray, M.D., Secretary. 


THE ACADEMY OF TROPICAL MEDICINE 


ELECTION OF OFFICERS AND NEw MEMBERS 

At the meeting of the American Academy of 
Tropical Medicine, which was held in New York 
City on April 16, the following new members were 
elected: Dr. Leland O. Howard, Department of Agri- 
culture; Dr. George H. Whipple, dean, School of 
Medicine, University of Rochester; Dr. S. Burt Wol- 
bach, professor of pathology, Harvard Medical 
School, and Dr. Hans Zinsser, professor of bacteriol- 
ogy, Harvard Medical School. The new officers 
elected were Colonel Charles F. Craig, president, 
department of tropical medicine, Tulane University; 
Dr. Richard P. Strong, vice-president, department of 
tropical medicine, Harvard Medical School. The 
treasurer, Dr. W. W. Cort, School of Hygiene and 
Public Health at the Johns Hopkins University, and 
the secretary, Dr. Earl B. McKinley, School of Medi- 
cine, the George Washington University, remain in 
office. Dr. George C. Shattuck, Assistant Professor 
of Tropical Medicine at the Harvard Medical School, 
also remains in office as a member of the Commit- 
tee on Membership. Dr. George W. Bachman, direc- 
tor of the School of Tropical Medicine, San Juan, 
Puerto Rico, was elected a member of the council 
to serve for two years. It was decided that here- 
after the annual meeting of the academy will be held 
in conjunction with the meeting of the American 
Society of Tropical Medicine, the next meeting being 
scheduled for St. Louis, Mo., next November. 


OFFICERS OF THE AMERICAN COLLEGE 
OF PHYSICIANS 


At the Annual Meeting of the American College 
of Physicians the following-named officers were 
elected: 


President-elect, James Alexander Miller of New 
York City to succeed Dr. Jonathan C. Meakins of 
Montreal; Dr. Arthur R. Elliott of Chicago, Dr. Da- 
vid P. Barr of St. Louis and Dr. Egerton L. Crispin 
of Los Angeles were elected first, second and third 
vice-presidents, respectively. 

Regents and governors were elected as follows: 

Board of Regents, term expiring 1938: Dr. Mea- 
kins, Montreal; Dr. James H. Means, Boston; Dr. 
James B. Herrick, Chicago; Dr. C. C. Jennings, De- 
troit; Dr. J. E. Paullin, Atlanta. 

Board of Governors, term expiring 1938: Dr. 
James F. Churchill, San Diego; Dr. Gerald B. Webb, 
Colorado Springs; Dr. Henry F. Stoll, Hartford; Dr. 
Wallace M. Yater, Washington; Dr. Ernest E. Lau- 
baugh, Boise, Idaho; Dr. Samuel E. Munson, Spring- 
field, Ill.; Dr. Robert M. Moore, Indianapolis; Dr. 
Thomas Tallman Holt, Wichita, Kan.; Dr. William B. 
Breed, Boston; Dr. Adolph Sachs, Omaha; Dr. Allen 


A. Jones, Buffalo; Dr. Leander A. Riely, Oklahoma 
City; Dr. Edward J. G. Beardsley, Philadelphia; Dr. 
E. Bosworth McCready, Pittsburgh; Dr. J. Owsley 
Manier, Nashville; Dr. Louis E. Viko, Salt Lake City; 
Dr. Jabez H. Elliott, Ontario; Dr. William M. James, 
Panama and the Canal Zone. 

Term expiring 1937: Dr. C. W. Dowden, Louisville; 
Dr. C. G. Giddings, Atlanta; Dr. Ramon A. Suarez, 
San Juan, Puerto Rico. 


THE NEW ENGLAND SOCIETY OF PSYCHIATRY 


At the meeting of the New England Society of 
Psychiatry held at the Boston Psychopathic Hospi- 
tal on April 26, 1935, following a lunch and business 
meeting, the following physicians were elected to 
membership: Drs. Clementine McKeon and William 
Corwin of Waltham, Mass.; Dr. Joseph H. Ladd of 
Lafayette, R. I.; Drs. Agnes A. Nersessian and Mor- 
ris L. Sharp of Foxboro, Mass.; Drs. William L. Holt, 
Jr., and Margaret E. Hatfield of Boston, Mass.; 
Drs. Anna L. Philbrook, Hugh M. Galbraith, Herbert 
Barnes and Victor N. Rochette of Concord, N. H. 

Dr. L. Vernon Briggs, president of the Society, 
introduced the speaker, Dr. W. Horsley Gantt, direc- 
tor of Conditioned Reflex Laboratory at the Johns 
Hopkins School of Medicine. Dr. Gantt was with 
American Relief in Russia in 1922; collaborator with 
Pavlov for five years; translator of Pavlov’s lec- 
tures on “Conditioned Reflexes”; author of “Medical 
Review Soviet Russia” and “History Russian Medi- 
cine”. He has been at the Phipps Clinic with Dr. 
Adolf Meyer since 1929. His topic was “Experimen- 
tal approach to Psychiatry based on researches at 
Phipps Clinic with conditioned reflex method describ- 
ing Pavlovian and Meyerian concepts of disease, 
also experimental production tension states and 
‘Paranoia’ and adaptability to individual experience 
by different physiological systems.” 

Officers for the coming year were nominated as 
follows: President, Dr. Horace G. Ripley, superin- 
tendent of Brattleboro Retreat, Brattleboro, Vt.; 
vice-president, Dr. E. A. Stanley, superintendent of 
Vermont State Hospital, Waterbury, Vermont; sec- 
retary-treasurer, Dr. Harlan L. Paine, superintendent 
of Grafton State Hospital, North Grafton, Mass.; 
councilors, Dr. W. Franklin Wood, director of 
McLean Hospital, Waverley, Mass., and Dr. L. Ver- 
non Briggs, of Boston, Mass. The Nominating Com- 
mittee consisted of Dr. Douglas A. Thom, Boston, 
chairman; Dr. Morgan B. Hodskins, Palmer, Mass.; 
Dr. A. P. Noyes, Howard, R. I.; Dr. Forrest C. Tyson, 
Augusta, Maine, and Dr. Edgar G. Rowland, Nor- 
wich, Conn. 

The winners of annual awards for the best papers 
embodying research in psychiatry completed during 
the year 1934 were announced at this meeting. The 
first prize was awarded to Calvert Stein, M.D., of 
the Monson State Hospital, for his paper “Studies 
in Endocrine Therapy in Epilepsy” and the second 
prize to Dr. Minna Emch, of the Worcester State 
Hospital, for her paper entitled “A Reorientation for 
State Hospital Psychiatry.” 

L. Patne, M.D., Secretary-Treasurer. 
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MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


Dr. Henry A. Christian presented a series of in- 
teresting cases at the Thursday afternoon medical 
clinic on the twenty-first of March. The first case 
was that of a forty-two year old female who entered 
with a chief complaint of nausea, vomiting and diar- 
rhea of four weeks’ duration. Five years ago she 
had a cerebro-vascular accident, and since that time 
has eaten practically no meat. She only had two 
teeth, and for the past year has subsisted mainly 
on a liquid diet. Four weeks before entry she no- 
ticed a sore mouth and marked salivation. She be- 
gan to have ten watery bowel movements a day in 
which there was considerable dark material, and 
she threw up some bile-stained vomitus. Since en- 
try she has had up to four bowel movements a day 
and a fever ranging up to one hundred degrees. On 
entry her tongue was bright red and tender, there 
was marked salivation, and the dorsum of her right 
hand presented a marked dermatitis. There was 
also a dermatitis of her perineum. This is a typical 
case of pellagra and shows the vagaries of the dis- 
tribution of the skin lesions. It is notabie that only 
one hand shows the skin lesion. The patient has 
improved rapidly on intramuscular injections of a 
saline solution of a recently developed crystalline, 
liver extract which contains not only the antianemic 
factor but also the antipellagric agent in large 
amounts. Doctor Christian discussed the etiology 
of pellagra and said that many observers are not 
convinced that this condition is only a food deficien- 
cy, since there is much evidence that there may be 
an infectious element present. There are many in- 
stances of so-called pellagra houses, and other evi- 
dences of person to person contagion. Possibly the 
best explanation is a combination of the deficiency 
and infectious theories whereby the infection can- 
not be acquired unless there is a basis of long-con- 
tinued vitamin deficiency. 

The second case was that of a jaundiced woman 
with ascites. The liver was enlarged, there was a 
positive serology, and the spinal fluid findings sug- 
gested lues. Doctor Christian presented this case 
particularly to demonstrate an unusual physical 
sign in the chest at the level of the second inter- 
space near the sternum where there was a definite 
respiratory rhythmic retraction with a circulatory 
rhythm superimposed. This was probably due to 
adhesions between the pleura, heart and mediastinal 
contents including the pericardium. 

The third patient was a woman who had acquired 
jaundice as a result of the use of tryparsamide in- 
jection in antiluetic treatment. Although jaundice 
following arsphenamine treatment is not uncommon, 
it is very rare after tryparsamide. The first com- 
plaint in this case was that of blurring of vision 
which is the common toxic symptom of tryparsamide. 
Her icteric index has dropped now from eighty to 
thirty. Doctor Christian has seen one other such 
case. 

A Negress with a typical case of gout was pre 


sented. This condition is somewhat unusual in this 
race. She gave a history of pain in one great toe, 
and her uric acid was twice normal, although she 
presented no tophi. Doctor Christian stressed the 
fact that the uric acid may be normal in patients 
with definite gout and that there are several other 
conditions besides gout that may raise the uric acid. 
One and a half years before entry this patient’s 
left big toe had suddenly become swollen and pain- 
ful and gradually subsided in a few days. In these 
patients it is common to have evidence of chronic 
arthritis in the affected joints as well as a hyperten- 
sion. The use of atophan in the treatment of gout 
is rapidly being discarded because of the toxic ef- 
fect on the liver, and at present colchicum, or its 
active principal, colchicine, is used. 


A case of Felty’s syndrome was presented. This 
was first described in 1924 and consists of chronic 
arthritis with splenomegaly and leucopenia. There 
have been reports of splenectomy in this condition 
with temporary improvement. These cases fre- 
quently run a febrile course. The patient was a 
Greek. In Still’s disease the spleen is enlarged, and 
it may be that Felty’s syndrome is simply the same 
condition in the adult. 


A case with acute migrating polyarthritis with 
fever of four weeks’ duration was shown. The af- 
fected joints were swollen and red, and there were 
several local lipomata as well as a diffuse symmetri- 
cal distribution of fat on the external side of both 
thighs. When these lipomata are painful the condi- 
tion is called Dercum’s disease, and Madelung’s dis- 
ease when there is a symmetrical lipomatosis on the 
neck. 

A fifty-four year old Pole entered the hospital with 
a four weeks’ history of chills and pain in the left 
side. There is a striking displacement of the trachea 
to the left, and dullness on the left side of the chest. 
The nails were of the parrot-beak type. X-ray exam- 
ination showed a displacement of the mediastinum 
to the left and a series of small cysts in the lower 
left lung field with several fluid levels. In the up- 
per part of the left lobe there were peculiar shadows 
suggesting either an old injection of lipiodol or 
local calcification of the lung parenchyma. (The 
patient subsequently admitted that a bronchoscopic 
examination with injection of lipiodol had been made 
at another hospital.) Doctor Christian said that the 
condition in the lower left lung was probably a 
multilocular cystic condition of the lung similar to 
polycystic kidney and a superimposed infection. 
Probably the condition is congenital. Bronchiectatic 
cavities could not be ruled out. 


SOUTH END MEDICAL CLUB 


The next regular meeting of the South End Medi- 
cal Club will be held at the office of the Boston Tu- 
berculosis Association, 554 Columbus Avenue, Bos- 
ton, on Tuesday, May 21, at 12 noon. The speaker 
will be Charles EB. Mongan, M.D., former Vice-Presi- 
dent of the Massachusetts Medical Society, and his 
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subject will be “Social Legislation”. All physicians 
are cordially invited to attend this meeting. Lunch- 
eon will be served at 1 o’clock. 


NEW ENGLAND PHYSICAL THERAPY SOCIETY 
ANNUAL MEETING 

The Annual Meeting of the New England Physical 
Therapy Society will be held at Hotel Victoria, Bos- 
ton, at an informal round table dinner on Wednes- 
day evening, May 15, at 7 o'clock. 

Claude L. Payzant, M.D., of Boston, will address 
the Society on “The Problem of Back Strain”. A 
round table discussion of this and other topics from 
the standpoint of physical therapy will follow. 

The business session will open at 9 o’clock when 
officers will be elected, committee reports will be 
read, and other business transacted which may 
properly come before this meeting. 

The Secretary would appreciate hearing from 
those who plan to attend the dinner. 

Members of the medical profession are cordially 
invited. 

ArtTHuR H. RineG, M.D., Secretary. 


THE NEW ENGLAND ROENTGEN RAY SOCIETY 


The May Meeting will be held Friday night, May 
17, 1935, at the Boston Art Club, Boston, Mass., at 
8:15 P.M. 

The Annual Dinner will be held at the Boston Art 
Club at 6:45 P.M. 

SCIENTIFIC SESSION 

“Encephalography”. Cornelius G. Dyke, M.D., 
Roentgenologist, Neurological Institute of New York. 

RicHarp Dresser, M.D., Secretary. 


<i 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, MAY 13, 1935 
Tuesday, May 14— 
+2:30-4 P.M. Ward Visit, Massachusetts Eye and Ear 
Infirmary. 
+4-5 P.M. Seminar, Pediatric Laboratory, Massachu- 
setts General Hospital. 


Wednesday, May 15— 


*7 P.M. New England Physical Therapy Society. 
nual Meeting. Hotel Victoria, Boston. 


Thursday, May 16— 
*12 M. Clinico-Pathological Conference. Massachusetts 
General Hospital. 
712 M. Clinico-Pathological Conference. Children’s Hos- 
pital. 
8:15 P.M. Massachusetts General Hospital. 
Meeting. Moseley Memorial Building. 


An- 


Clinical 


Friday, May 17— 


6:45 P.M. New England Roentgen Ray Society. 
nual Dinner, Boston Art Club. 
8:15 P.M. New England Roentgen Ray Society. Meet- 
ing. Boston Art Club. 
Jaturday, May 18— 


*10-12. Staff rounds at the Peter Bent Brigham Hos- 
pital. Open to practicing physicians. 


An- 


— 


*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 


May 10—Boston University School of Medicine Surgical 
Clinic at the Boston City Hospital, 12-1, Cheever Amphi- 
theatre. 

May 15—New England Physical Therapy Society. 
notice elsewhere on this page. 

May 16—Massachusetts General Hospital, Clinical Meet- 
ing, will be held in the Moseley Memorial Building, at 
8:15 P.M. 

May 17—The New England Roentgen Ray Society. 
notice elsewhere on this page. 

May 21—South End Medical Club. See page 901. 

June 10—American-Canadian Medical Golfers Play at 
Atlantic City. For details write Bill Burns, Executive 
Secretary, 4421 Woodward Avenue, Detroit. 

June 10 and 11—Amierican Proctologic Society will meet 
at the Marlborough-Blenheim, Atlantic City. For informa- 
tion address Frank G. Runyeon, 1361 Perkiomen Avenue, 
Reading, Pa. 

June 11—American Heart Association. The Eleventh 
Scientific Session will be held from 9:30 A.M. to 5:30 P.M., 
at the Hotel Claridge, Atlantic City, N. J. The program 
will be devoted to various subjects on cardiovascular 
disease. Gertrude P. Wood, Office Secretary, 50 West 
50th Street, New York, N. Y. 

June 11—American Neisserian Society will meet at the 
Hotel Claridge, Atlantic City, New Jersey. 


June 12 and 13—Academy of Physical Medicine, Annual 
Meeting, will be held at the Claridge Hotel, Atlantic City, 
N. J. For further details address: Arthur H. Ring, M.D., 
Secretary-Treasurer, Arlington, Mass. 

June 17-19—The Medical Library Association will meet 
in Rochester, New York. For jnformation address Miss 
Frances N. A. Whitman, Librarian, Harvard University 
Schools of Medicine and Public Health, Boston, Mass. 

June 17 to 21—Convention of the Catholic Hospital As- 
sociation will be held at Creighton University, Omaha, 
Nebraska. For information address the Most Reverend 
Joseph Francis Rummel, D.D., Bishop of Omaha. 


June 24-28—American Urological Association and West- 
ern Branch Society, American Urological Association, will 
meet at the Palace Hotel, San Francisco, California. For 
details write Dr. Charles P. Mathé, 450 Sutter Street, San 
Francisco, California. 


June 27-29 inc.—British National Association for the 
Prevention of Tuberculosis will be held at Southport, 
England. Persons desiring further information should 
write to Miss F. Stickland, Secretary of the Association 
at Tavistock House North, Tavistock Square, London, 
Ww. C. IL, England. 


July 1-23—University of Freiburg i. Br. will hold a 
vacation course of the medical faculty. For information 
address Akademische Auslandsstelle der Universitat Frei- 
burg i. Br., Schwimmbadstrasse 8, Germany. 


July 22-27—Seventh International Congress on Indus- 
trial Accidents and Diseases, Brussels, Belgium. The 
American Committee of the Congress is under the chair- 
manship of Dr. Fred H. Albee, New York, for the Sec- 
tion on Accidents, and that of Dr. Emery R. Hayhurst, 
Columbus, Ohio, for Industrial Diseases. The American 
delegation to the Congress will sail from New York on 
July 8 and visit London, Amsterdam, The Hague and 
Paris, and, optionally, Budapest. Physicians interested 
in the Congress or in the medical tour in conjunction 
with it, may address the Secretary, Dr. Richard Kcvacs, 
1100 Park Avenue, New York City. 

October 7-10—American Public Health Association will 
meet in Milwaukee, Wisconsin. For information address 
the American Public Health Association, 50 West 50th 
Street, New York City. 

October 21-November 2—1935 Graduate Fortnight of the 
New York Academy of Medicine. See page 898. 


See 


See 


DISTRICT MEDICAL SOCIETIES 
BRISTOL NORTH DISTRICT MEDICAL SOCIETY 


May 15—Special Meetin 


to be held at the Sturdy Hos- 
pital, Attleboro, at 8 P.M. 


ESSEX NORTH DISTRICT MEDICAL SOCIETY 
May 15—Annual Meeting will be held at the Anna 
Jaques Hospital, Newburyport. 
FRANKLIN DISTRICT MEDICAL SOCIETY 
May 14—Annual Meeting will be held at The Weldon, 
Greenfield, at 11 A.M. 
MIDDLESEX SOUTH DISTRICT MEDICAL SOCIETY 
May 15—Annual Meeting will be held at the Hotel 
Continental, Cambridge, at 11:30 A.M. 
WORCESTER NORTH DISTRICT MEDICAL SOCIETY 


May 15—Cancer clinic will be held at the Burbank Hos- 
pital, Fitchburg, from 8:30 A.M. to 12:30 P.M. 


